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Abstract 
 
Background: Nurses play a critical role in the provision of high quality 
healthcare. Their professional responsibilities encompass a broad range of 
practices and behaviours designed to ensure quality care. Postgraduate critical 
care education is an opportunity for nurses to further develop and accelerate 
acquisition of the knowledge, skills and behaviours needed; in particular, to 
reinforce and develop understanding of their roles and responsibilities related to 
healthcare quality. 
 Purpose: The purpose of this research was to develop and validate an 
instrument to measure nurses’ perceptions of their roles and responsibilities 
related to healthcare quality. The study aims and objectives were developed to 
ensure a conceptually based, psychometrically sound instrument, sensitive to 
measuring change in postgraduate critical care nursing students. Measurement 
of change over time with a robust instrument, informs curricula and professional 
programs designed to develop knowledge, skills and attitudes related to 
healthcare quality, with the ultimate aim of improving the quality and safety of 
care. There were three aims of the research: 
1. To develop the conceptual model of nurses’ roles and responsibilities in 
maintaining and improving the quality of healthcare; 
2. To develop a valid, reliable and internally validated survey instrument to 
measure nurses’ perceptions of their responsibilities across all the domains 
of healthcare quality;  
ii 
 
3. To explore intrinsic and extrinsic factors that provide a context for 
understanding nurses’ perceptions of their roles and responsibilities for 
healthcare quality. 
Study design and methods: To address the first aim of the study, a conceptual 
model was developed from a review of the literature about quality domains 
relevant to nurses’ roles, healthcare quality frameworks and curricula, and 
professional nursing performance standards. To address the second and third 
aims, a descriptive, longitudinal, concurrent mixed methods design situated 
within a single institution case study was employed. Participants were registered 
nurses undertaking postgraduate critical care education at an Australian 
university. Using both quantitative and qualitative methods, four cohorts of 
students were studied over four years between 2013 and 2016.  Survey and 
focus group data were collected using repeated measures to study post-
registration nurses at the point of entry to a tertiary postgraduate critical care 
course (Point 1) and again seven months later when they completed the 
academic component of the course (Point 2). In addition, an entry survey of 
students’ personal aims for undertaking the course, was administered at Point 1.  
Data collection tools included: 1) the researcher-developed instrument: 
the Nurses’ Responsibilities in Healthcare Quality Questionnaire (N-RiHQQ); 2) 
the Entry survey exploring course aims and expectations; 3) the Self-Directed 
Learning Readiness Scale for Nursing Education survey (SDLRNE); 4) the 
Health Professionals Education in Patient Safety Survey (H-PEPSS); 5) the 
Safety Attitudes Questionnaire (SAQ); 6) the Patient and Family-Centered Care 
inventory (PFCC); and, 7) semi-structured focus groups.  
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The Standards for Educational and Psychological Testing framework 
(validity, reliability, fairness) informed the five-step structured approach used to 
develop and test the N-RiHQQ: 1) item generation (‘content’ and face validity); 
2) pilot test (reliability, ‘internal structure’/consistency and item reduction); 3) 
testing the stability of the instrument (test/retest reliability); 4) construct validity 
using structural equation modeling (factorial validity and ‘internal structure’/ 
consistency), and; 5) comparison of responses to similar constructs (concurrent 
validity or ‘relations to other variables’ evidence). 
Data analysis: The newly developed instrument underwent a series of tests of 
reliability and evaluation of factorial validity using structural equation modelling. 
Paired t-tests were used to evaluate mean scale differences between Point 1 
and Point 2 responses about perceived responsibilities and skills for healthcare 
quality, learning readiness, perceived patient safety competence, preferences 
for person-centred care practices, and perceived workplace safety culture and 
person-centred care practices in the cohort study. Chi-square (McNemar’s test) 
was used to explore shifts in categorical data response options in the N-RiHQQ. 
Qualitative Entry survey data were analysed using structural coding. Focus 
group data were analysed using content analysis, combining deductive and 
inductive techniques to identify themes.  
Results: The conceptual model comprised seven key domains of nurses’ roles 
and responsibilities in quality healthcare. These domains are: Management of 
the Environment; Promotion of Safety; Evidence Based Practice; Medical and 
Technical Competence; Person Centred Care; Positive Interpersonal 
Behaviours; and Clinical Leadership and Governance.  
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A total of 390 nurses took part in the study. Of these, all completed the 
Entry survey, 87 participated in the pilot study, 169 participated in the cohort 
study, and 74 participated in focus groups. The evaluation of the construct 
validity of the N-RiHQQ led to a five subscale, 55-item instrument that showed 
very good internal consistency reliability for the scale subscales with this 
sample. The coefficient of reliability (Cronbach’s alpha) for each subscale 
was .74 -.89. Structural equation modelling fit indices were acceptable. 
Correlation coefficients among the subscales ranged from 0.42 to 0.74 and all 
were statistically significant at p = < .01. High agreement with items exploring 
nurses’ role perceptions in the pilot study, or low item correlation coefficients in 
the cohort study, in the domains Management of the Environment, and Medical 
and Technical Competence, resulted in exclusion of these items, and their 
respective subscales, from the final instrument, consistent with the aim of 
developing an instrument that was sensitive to change and demonstrated good 
internal consistency reliability. The test–retest of the N-RiHQQ demonstrated 
that the instrument had an acceptable level of stability.  
The N-RiHQQ was shown to be sensitive to change in nurses’ 
perceptions (n = 121) of their responsibilities for healthcare quality. Mean scores 
for perceived responsibilities (p = ≤ .001) and perceived skills (p = ≤ .004) for 
healthcare quality were higher at Point 2 for all five subscales.   
Focus groups findings demonstrated a shared understanding of nurses’ 
responsibilities for quality and the nursing practices and behaviours that 
maintain and improve the quality of healthcare articulated in the conceptual 
model. These findings contributed to the content validity of the conceptual model 
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and the N-RiHQQ survey. Although participants recognised their responsibilities, 
they believed that significant barriers to role actualisation existed, including 
resources and time, human attributes and organisational factors. Nurses 
commencing the postgraduate program were intrinsically motivated to develop 
knowledge, skills and behaviours consistent with many of the elements of the 
conceptual model, which may help explain the positive shifts demonstrated in 
students’ perceptions of their responsibilities and skills for healthcare quality.  
In the composite questionnaire responses, participants demonstrated 
consistency between their perceptions of their roles and responsibilities for 
quality, and their beliefs about learning readiness, safety competency and 
person-centred care practices. These findings contribute to the concurrent 
validity of the N-RiHQQ in that they explore common quality and safety related 
constructs and demonstrate co-relationships in responses. Participants 
demonstrated high learning readiness and perceived safety competency at both 
time points.  
Conclusions: A rigorous instrument development process led to a parsimonious 
five subscale questionnaire with acceptable psychometric properties, sensitivity 
to change over time, and demonstrated validity and reliability in the sample 
studied. The N-RiHQQ enabled measurement of nurses’ perceptions of their 
roles and skills in healthcare quality while undertaking postgraduate specialty 
education. However, it is an emerging instrument which now requires further 
testing to explore the factor structure and psychometric properties in a larger 
sample and in more diverse nurse populations.  
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The results of the repeated measurement of the N-RiHQQ provide initial 
evidence that it is possible to measure role and skill perceptions and detect 
change over time. Students enrolled in specialist education matured in their 
perceptions of their responsibilities and skills for healthcare quality. 
Postgraduate education may have played a role in this development but it is 
likely that intrinsic and extrinsic factors, including personal and health service 
related factors, may also have impacted on role and skill perceptions over time. 
Future research is needed to determine whether this development is due to 
being immersed in the learning, culture, and experience of postgraduate study 
and practice through controlled trials.  
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Chapter 1. Background and Research Problem 
 
Health professional education is expected to prepare graduates for 
practice, equipped with both core discipline specific knowledge and skills, as 
well as the competencies central to safe and high quality care. These include, 
for example, effective team behaviours and leadership skills. However, there is 
limited research evidence that postgraduate critical care students and graduates 
are developing competencies related to safety and quality of healthcare delivery. 
In particular, there is no research evidence about what domains of quality 
actually develop, how these quality domains can be examined and what to 
measure. There is currently no clear, unified framework for describing nurses’ 
responsibilities in maintaining and improving healthcare quality systems and 
processes that address the multiple dimensions of quality in which nurses 
engage. Nor is there research evidence about what students of postgraduate 
specialist education believe their roles and responsibilities for healthcare quality 
are or the factors that may be associated with their development of safety and 
quality knowledge, skills and attitudes.  
Of interest for this study is the capacity of novice critical care nurses to 
mature in their thinking around their roles and responsibilities across key 
domains of quality when they participate in specialty postgraduate education. 
Understanding the role postgraduate education plays in this development, and 
the factors that may be associated with development of understanding and 
competence in the wider dimensions of quality healthcare, is important to guide 
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curriculum development to best prepare nurses for safe and high quality care in 
critical care environments. 
1.1. Background  
The past two decades have seen a growing intolerance of medical error 
and preventable patient harm, and a greater focus on consumer centred 
healthcare. The rapidly changing landscape of regulatory quality, with healthcare 
funding linked to measurable outcomes, and a more educated healthcare 
consumer population with greater access to information, has also influenced the 
way we now conceptualise, practice and measure quality of care. While 
individual clinician expertise, in terms of knowledge and skill, is still considered 
the primary contributor to quality of care, it is also understood that healthcare 
systems are exceedingly complex with a myriad of factors that impact on quality 
of care (Institute of Medicine (IOM), 2000, 2001). These factors include 
processes of care, governance, belief systems (consumer and provider), and 
human and structural factors at macro, meso and micro levels (IOM 2000, 2001; 
Leape et al., 2009; Nelson, Batalden, Godfrey, & Lazar, 2011; Pronovost et al., 
2006; Reason, 2000).  
Accompanying this increased awareness of the complex influences on 
quality and safety of healthcare have been efforts to elucidate quality domains or 
frameworks (Arah, Westert, Hurst, & Klazinga, 2006; Australian Commission on 
Safety and Quality in Healthcare (ACSQHC) 2010; IOM 2000; World Health 
Organisation (WHO) 2006). For example, according to the Institute of Medicine 
report, ‘Crossing the quality chasm’ (2001), care should be safe, effective, 
patient-centered, timely, efficient, and equitable. In Australia, the Safety and 
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Quality Framework for Health Care (ACSQHC, 2010) specifies three core 
principles for safe and high quality care: that care is consumer centered, driven 
by information and organised for safety. Australian health service organisations 
are now accredited against the National Safety and Quality Health Service 
Standards (ACSQHC, 2012b), driving reform in safety and quality. Quality 
improvement frameworks and strategies have been directed at all levels of the 
healthcare system. 
 
1.1.1. Nurses’ key role in quality and safety. 
Nurses, as key personnel in healthcare delivery, play a critical role in the 
provision and coordination of care, prevention of adverse events, and 
optimisation of health service productivity and patient outcomes (Buchan & 
Aiken, 2008; Cathcart, 2008). Nurses’ responsibilities in healthcare quality 
extend beyond the provision of safe care that is aligned with best evidence and 
clinical standards, to participation in broader organisational quality and safety 
systems (ACSQHC, 2011). Nurses have a professional mandate to measure, 
monitor and report on the appropriateness and effectiveness of health care, 
informing improvements in healthcare quality (ACSQHC, 2014a). They are 
expected to play a key role in the support, implementation and evaluation of 
eHealth applications to improve patient safety (Car et al., 2008) and to 
participate in the design and operation of facilities, equipment and work 
processes for safety. Responsibilities include consumer centered care through 
systems and processes that support shared decision making, continuity of care, 
open disclosure, and sensitivity to the cultural needs and health literacy of 
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patients (ACSQHC, 2012d; 2014b). Further, nurses are expected to encourage, 
participate in, and apply research evidence that will improve safety and quality 
(Melnyk, Gallagher-Ford, Long, & Fineout-Overholt, 2014) and to demonstrate 
clinical leadership (Mannix, Wilkes, & Daly, 2013; Patrick, Laschinger, Wong, & 
Finegan, 2011). 
The expectation that nurses have broad responsibilities to ensure safe 
and high quality care is reflected in the Australian registered nurse standards 
(Nursing and Midwifery Board of Australia, 2016). The standards “inform the 
education standards for registered nurses, the regulation of nurses and 
determination of the nurse’s capability for practice, and guide consumers, 
employers and other stakeholders on what to reasonably expect from a 
registered nurse ….” (p. 6). The standards came into effect June 1, 2016 and 
replaced the National competency standards for the registered nurse (NMBA, 
2006). The seven standards are underpinned by the principles of person-centred 
care and evidence-based practice. The first standard, ‘Thinks critically and 
analyses nursing practice’, is demonstrated through accessing, analysing and 
using best available evidence (1.1), developing practice through reflective, 
ethical practice (1.2, 1.5), cultural sensitivity and safety (1.3), clinical governance 
(1.4) appropriate documentation (1.6) and contributing to quality improvement 
and research (1.7).  
Standard 2 focuses on nurses’ engagement in therapeutic and 
professional relationships. High standards in communication (2.2), cultural 
sensitivity (2.2), person-centred care (2.2, 2.3), multidisciplinary collaboration 
and respectful relationships (2.1, 2.6, 2.7), and advocacy (2.5), are central to 
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this standard. The third standard focuses on nurses’ roles in maintaining the 
capability for practice, including lifelong learning (3.3), accepting accountability 
for decisions, actions and behaviours (3.4), and seeking and responding to 
practice review and feedback (3.5). Standards 4 to 7 focus more specifically on 
nurses’ roles in assessment, planning, providing safe, appropriate and 
responsive quality nursing practice, and evaluating outcomes to inform nursing 
practice. Each specifies safe and quality care as the ultimate outcome. 
Registered nurses must meet these practice standards in ways appropriate to 
their practice context, the health needs of the consumer, the level of 
competence and confidence of the nurse and the policy requirements of the 
service provider (NMBA, 2016).  
 
1.1.2. Educating health professionals for safety and quality. 
The agenda for improved quality in healthcare has been accompanied by 
considerable development in curricula to more adequately prepare health 
professionals with quality and safety knowledge and skills. An early resource 
was the Institute for Healthcare Improvement (IHI) knowledge domains for 
health professional students seeking competency in the continual improvement 
and innovation of health care (IHI, 1998). These were consolidated in the 
Institute of Medicine’s consensus report, Health Professions Education: A Bridge 
to Quality (2003), that proposed health professional proficiency in five core 
areas: delivering patient-centered care; working as part of interdisciplinary 
teams; practicing evidence-based medicine; focusing on quality improvement; 
and using information technology.  
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Australia was an early adopter of national safety and quality curriculum 
reform, identifying the changes required in health care education to reduce harm 
and improve quality of care in its National Patient Safety Education Framework 
(Australian Council for Safety and Quality in Health Care (ACoSQHC), 2005). In 
2010, the Lancet Commission proposed the need for reform of health 
professional curricula in response to 21st century local and global health realities 
and issues (Frenk et al., 2010). The Commission put forward a vision that “all 
health professionals in all countries should be educated to mobilise knowledge 
and to engage in critical reasoning and ethical conduct so that they are 
competent to participate in patient and population-centered health systems as 
members of locally responsive and globally connected teams” (Frenk et al., 
2010, p. 1924).  
The imperative for a new approach to nursing education to meet the 
current and future health needs of our communities is evident in three major 
nursing education reports released in 2010: the Carnegie Foundation report, 
Educating nurses: a call for radical transformation (Benner & Shulman, 2010), 
the UK Prime Minister’s Commission report, Front line care: the future of nursing 
and midwifery in England (Prime Minister’s Commission on the Future of 
Nursing and Midwifery in England, 2010), and the Institute of Medicine report, 
The Future of Nursing - Leading Change, Advancing Health (IOM, 2010). Each 
make recommendations to ensure nursing education equips nurses to meet the 
healthcare needs of the communities in which they practice. The focus of these 
reports is on the imperative for enhanced skills in patient-centered teamwork 
and effective communication, leadership, reflective practice, critical thinking, 
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evidence-based practice, continuous quality improvement, use of health 
informatics, and research skills.  
Australian health leaders played a key role in the development of the 
World Health Organisation patient safety curriculum guides, which have become 
valuable publications for guiding faculty in developing initial health professional 
registration degree teaching programs that embed the principles of safety and 
quality in healthcare (World Alliance for Patient Safety, 2009; WHO Core Team, 
2011). The Institute of Medicine recently published a framework for educating 
health professionals to address the social determinants of health, contributing to 
more effective strategies for improving healthcare (IOM, 2016). 
1.1.3. Significance of the study: The need for a well-equipped critical 
care nursing workforce to optimise safety and quality in 
healthcare. 
For the purposes of this study, the term ‘critical care’ is inclusive of 
practice within intensive care (ICU), coronary/cardiothoracic care (CCU) and the 
emergency department (ED). Significant numbers of patients are admitted to 
hospital critical care environments each year. In 2012/13, 161,000 patients were 
admitted to ICUs in Australia and New Zealand (Australian and New Zealand 
Intensive Care Society (ANZICS), 2014) and in 2014 -2015 almost 7.4 million 
ED presentations were reported by public hospitals alone (Australian Institute of 
Health and Welfare (AIHW), 2016).  
Critically ill patients may be particularly vulnerable to iatrogenic risk 
because of the complexity and severity of their health conditions and their need 
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for invasive, high-risk and frequent interventions (Rothschild et al., 2005). 
Approximately 34,000 nurses work in these critical care environments across 
Australia (ANZICS, 2012; 2015; Health Workforce Australia, 2014). Critical care 
nurses have a high level of responsibility, care for families in crisis, and are often 
involved in morally distressing situations. Emergency nurses in particular are 
subject to violence (Gilchrist, Jones, & Barrie, 2011; Lyneham, 2000; Morphet et 
al., 2014). These factors create an environment for high risk of error (IOM, 
2001), with frequent reports of staff stress, anxiety, burnout, compassion fatigue 
and distress (Alharbi, Wilson, Woods, & Usher, 2016; Curtis & Puntillo, 2007; 
Epps, 2012; Healy & Tyrrell, 2011; Lin, Lin, Cheng, Wu, & Ou-Yang, 2016; 
Poncet, Toullic, Papazian, Kentish-Barnes, & et al., 2007; Rintoul, Wynaden, & 
McGowan, 2009; Teixeira, Ribeiro, Fonseca, & Carvalho, 2013).  
Preventable medical errors are costly in terms of human lives (death, 
pain, inconvenience, reduced quality of life, extended hospital stay, lost income 
and productivity, and disability). However, beyond their cost in human lives, 
there are other significant tolls of preventable medical error. These include costs 
in additional care (managing the adverse event, prolonged hospitalisation), loss 
of trust in the health care system, and diminished satisfaction with services (by 
both healthcare professionals and patients). Nurses undertaking specialist 
critical care education need to master context specific knowledge and skills to 
work in environments that present substantial patient safety risks (IOM, 2000). 
An aging population, increasing severity of illness of hospitalised patients 
and complexity of care ensures ongoing demand for a well-educated critical care 
nursing workforce (World Federation of Critical Care Nurses (WFCCN), 2005). 
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This workforce is under threat with a recent worldwide review of critical care 
nursing organisations and activities revealing a re-emerging global concern for a 
healthcare workforce shortage (Williams, Fulbrook, Kleinpell, Schmollgruber, & 
Alberto, 2015); a trend documented by the World Health Organisation (2013). 
The Health Workforce Australia report, ‘Australia’s Future Health Workforce’ 
(Health Workforce Australia, 2014), projects an imminent and acute nursing 
shortfall, primarily as a result of an ageing workforce, population health trends 
and poor retention rates. Modelling predicts the critical care and emergency 
nursing sector to be in undersupply by approximately 10,500 in 2030 (a 32 per 
cent gap), largely due to exits exceeding new entrants from 2016 onwards 
(Health Workforce Australia, 2014). 
Workforce standards for Australian critical care professional bodies set 
guidelines for the percentage of nurses working in critical care areas that should 
hold a postgraduate ICU/CCU nursing qualification, supporting ongoing demand 
for relevant courses (ACCCN, 2016; College of Intensive Care Medicine of 
Australia and New Zealand, 2016). The optimal proportion is set at 75% and the 
remaining 25% working towards a postgraduate qualification. The qualification is 
to meet at a minimum, an Australian Qualifications Framework (AQF) level 8 
(Graduate Certificate or Graduate Diploma) and the Australian clinical practice 
outcome Standards for critical care nurse education (AQF Council, 2013; Gill, 
Leslie, Grech, Boldy, & Latour, 2015). The College of Emergency Nursing 
Australasia (CENA) position statement on postgraduate qualifications in 
emergency nursing also set the minimum requirement as an AQF level 8 
qualification (2015) however do not make clear recommendations about 
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minimum educational preparation standards and minimum percentage of 
postgraduate qualified nurses for each ED qualification.  
Findings of a recent study that profiled nursing resources in Australian 
EDs, including the level of education held by ED nurses, found that only 30% of 
nurses employed in Australian EDs held a relevant postgraduate qualification 
(Morphet, Kent, Plummer, & Considine, 2016). Given these ratios and 
standards, and the mounting body of evidence that higher qualified nursing 
workforce ratios and skill mix are associated with improved patient outcomes 
(Aragon Penoyer, 2010; Cho & Yun, 2009; Esparza, Zoller, White, & Highfield, 
2012; Frith et al., 2010), there is an ongoing need for relevant postgraduate 
courses to prepare nurses for specialist practice.  
Nurses working in critical care environments often play significant roles in 
responding to clinical deterioration outside of the critical care environment in 
roles such as ICU liaison nurse or members of medical emergency teams. They 
are considered highly skilled and knowledgeable advanced practice nurses and 
frequently move into senior positions both within and outside of specialty critical 
care areas. In these roles they have significant scope for influencing broad 
healthcare quality and safety practices in addition to the role they play in 
providing healthcare for a vulnerable group of people in high risk environments. 
In summary, the numbers of patients requiring critical care services, the 
substantial safety risks inherent in critical care environments, an aging 
population and increasing severity and complexity of illness of hospitalised 
patients, projected healthcare workforce shortages, and national standards for 
the critical care workforce, suggest that a large number of nurses will need to 
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undertake postgraduate study each year to meet workforce demand. 
Postgraduate education is an opportunity for nurses to further develop and 
accelerate acquisition of the knowledge, skills and behaviours needed to meet 
the needs of the healthcare environment.  
1.2. Critical Care Postgraduate Education  
Nursing education has evolved to meet changing social and economic 
realities in line with the health needs of the community. Over the last 30 years, 
there has been an explosion in chronic health issues, decreased lengths of stay 
for both planned and unplanned patient admissions, a shift to primary care and 
significant technological advances. Healthcare delivery has become increasingly 
specialised. Nurses have taken on roles with an expanded scope of practice to 
meet workforce demand and deliver services that were previously only provided 
by medical practitioners (Health Workforce Australia, 2014). These factors have 
provided the impetus for the development of postgraduate studies in nursing 
(Council of Deans of Nursing and Midwifery, n.d.; Department of Health and 
Human Services: Nursing and Midwifery Workforce, 2015). 
Nurses practicing in critical care areas require advanced skills in 
assessment and emergency and lifesaving management, and often study 
common curricula. Emergency triage nurses are responsible for first contact 
patient assessment, judgement of clinical risk and prioritisation of care in 
environments where available data is incomplete or ambiguous (CENA, 2009; 
Morphet et al., 2016). Intensive care/critical care and coronary/cardiothoracic 
care nurses are responsible for the care of high acuity patients requiring 
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advanced assessment and decision making skills, and management of complex 
equipment and treatment modalities. Nurses holding a postgraduate qualification 
in one of these specialty areas may work across these areas within one hospital 
site or at different stages in their working lives.  
Postgraduate critical care curricula have a focus on advanced 
assessment and physiology, core principles of care for the critically ill, and 
effective use of complex critical care treatment modalities and technologies. 
Nurses undertaking these courses, and the hospital managers who support their 
employees to undertake postgraduate education, expect mastery of the 
knowledge and skills provided in postgraduate courses. However it is evident 
that discipline specific knowledge and skill is not enough and that curricula must 
support the development of the broader knowledge, skills and attitudes needed 
to prepare health professionals to fulfil their role in quality healthcare across all 
its domains, and at levels appropriate to position (WHO Core Team, 2011). 
Specialist postgraduate education, taken at graduate certificate, graduate 
diploma and master level, is an opportunity to advance this knowledge and skill.  
1.2.1. The expectations for quality and safety outcomes specified by 
specialist critical care nursing bodies. 
Australian and international critical care nursing organisations have clear 
professional standards for practice (ACCCN, 2002; ACCCN, 2015; CENA, 2013; 
Critical Care National Network Nurse Leads Forum (CC3N), 2013; Critical Care 
Nurses Section, New Zealand Nurses Organisation (NZNO), 2010; Critical Care 
Nurses Section New Zealand Nurses Organisation, 2014; EfCCNa, 2013; 
Chapter 1:  Background and Research Problem 
 
13 
 
WFCCN, 2005). All include discipline and specialty specific standards (i.e., the 
knowledge and skill required to care for a critically ill patient or emergency 
presentation), and also include several domains that reflect national and 
international expectations for quality healthcare that extend beyond specialty 
skills.  
For example, the ‘Australian Practice Standards for Emergency Nursing 
Specialists’ (CENA, 2013) include, ‘Resources and Environment’, ‘Research and 
Quality Improvement’ and ‘Teamwork’ in addition to the domains of ‘Clinical 
expertise’, ‘Communication’, ‘Professional development’, ‘Legal’, and 
‘Professional ethics’. The ACCCN ‘Practice Standards for Specialist Critical Care 
Nurses’ (2015) specify 15 standards for practice, with associated elements and 
performance indicators, under the four domains of: ‘Professional Practice’; 
‘Provision and Coordination of Care’; ‘Critical Thinking and Analysis’; and 
‘Collaboration and Leadership’. Each standard is underpinned by the principles 
of person-centred care and evidence-based practice. The performance 
indicators reflect many of the key contributors to safe and high quality care, 
including advocacy (2.1), multidisciplinary collaboration and conflict resolution 
(4.2, 13.1, 14.1), reflective practice (3.1, 14.1), and clinical leadership through 
quality improvement initiatives (12.2), mentorship (13.1), peer feedback (14.2) 
and education activities (14.2). Both the ACCCN and the CENA performance 
standards are expected to be an adjunct to the generic professional registered 
nurses’ standards for practice provided by the Nursing and Midwifery Board, 
which lay the foundation for generalist nursing practice in Australia (NMBA, 
2016). 
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Performance standards for graduates of postgraduate critical care 
programs in Australia has been on the agenda since 2005 (Aitken, Currey, 
Marshall, & Elliott, 2006, 2008; Gill, Leslie, Grech, Boldy, & Latour, 2014; Gill et 
al., 2015; Gill, Leslie, Grech, & Latour, 2012, 2013a, 2013b). Gill, Leslie, Grech 
and Latour (2013a) undertook a descriptive analysis of existing critical care 
course graduate practice outcomes. They found variations between courses and 
subsequent graduate practice outcomes and the AQF expectations for higher 
education courses (Australian Qualifications Framework Council, 2013). Gill et 
al. concluded that it was timely to establish national critical care education 
graduate practice standards. Informed by both consumers (2013b), academic 
and clinical educators, and clinicians (2015; 2013a), Gill et al.’s recent work 
(2015) established 98 practice standards, categorised into three levels, 
indicating a proposed practice outcome level for graduates. Six domains 
underpin the graduate practice standards. These are: 1) ‘Patient and family 
focused approach to care’; 2) ‘Quality of care and patient safety’; 3) 
‘Resuscitation’; 4) ‘Assessment, monitoring and data interpretation’; 5) ‘Critical 
illness management’; and 6) ‘Teamwork and leadership’. The authors concluded 
that these practice standards have defined the scope for Australian critical care 
nurse education for graduate level practice in the majority of contexts.  
It is evident that nurses holding specialist critical care qualifications are 
expected to demonstrate knowledge, skills and attitudes commensurate with 
advanced practice roles in discipline specific expertise (the knowledge and skills 
needed to provide care for critically ill patients) and in the behaviours that 
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improve the safety and quality of healthcare. These behaviours and skills 
include proficiency and accountability in the broader, higher level domains of 
quality healthcare, including clinical leadership and governance.  
1.2.2. The role of postgraduate education in developing safety and 
quality competencies. 
There is some evidence in the literature of the role or effectiveness of 
postgraduate education in developing safety and quality competencies. The 
findings of three reviews indicate that students benefit from post-registration 
programs in relation to changes in attitudes, perceptions, knowledge and in skill 
acquisition (Cotterill-Walker, 2012; Gijbels, O’Connell, Dalton-O’Connor, & 
O’Donovan, 2010; Ng, Tuckett, Fox-Young, & Kain, 2014). Research findings 
into the outcomes of postgraduate education can be grouped into three broad 
areas; knowledge and skills, critical thinking and decision making, and personal 
and interprofessional behaviours. 
The first of these, knowledge and skills, is frequently reported as an 
outcome of postgraduate education and is expressed as broadening or 
deepening the knowledge base, with improved understanding and application of 
theory to practice, cultural learning development and competence, and improved 
skills (Adriaansen, Van Achterberg, & Borm, 2005; Atkinson & Tawse, 2007; 
Chaboyer, Dunn, Theobald, Aitken, & Perrott, 2001; Chaboyer & Retsas, 1996; 
Hallinan & Hegarty, 2016; Hardwick & Jordan, 2002; Johnson & Copnell, 2002; 
Jordan, Coleman, Hardy, & Hughes, 1999; Long, Mitchell, Young, & Rickard, 
2014; McDonald, Willis, Fourie, & Hedgecock, 2009; McMullen, Holbrook, & 
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Cantwell, 2014; Northam, Hercelinskyj, Grealish, & Mak, 2015; Pelletier, 
Donoghue, & Duffield, 2003; Platzer, Blake, & Ashford, 2000; Pullon & Fry, 2005; 
Spence, 2004; Van Wissen & McBride-Henry, 2010; Whyte, Lugton, & Fawcett, 
2000; Wilson & Johnson, 2015). Increased academic skills, research 
awareness, and research appraisal and writing skills are also outcomes in this 
category (Armstrong & Adam, 2002; Hardwick & Jordan, 2002; Pelletier et al., 
2003; Pelletier et al., 1994; Whyte et al., 2000).  
The second category encompasses research findings around decision 
making and the considered application of knowledge and skills (Barnhill, 
McKillop, & Aspinall, 2012; Considine, Ung, & Thomas, 2001; Drennan, 2010; 
McDonald et al., 2009; McMullen et al., 2014; Platzer et al., 2000; Rogal & 
Young, 2008; Santiano & Daffurn, 2003; Toren, Kerzman, & Kagan, 2011; Whyte 
et al., 2000; Wilson & Johnson, 2015). Participants believed they had developed 
improved critical thinking skills and the ability to bring together complex 
information from a variety of data sources to inform decisions about patient 
management. Increased skills in evidence-based practice and improved patient 
advocacy are also attributed to the experience of postgraduate education.  
The third category of research findings for postgraduate education 
outcomes is personal and interprofessional behaviours. Participants report 
enhanced communication, often expressed as the ability to articulate an 
argument and support it with evidence, or to communicate with members of the 
multidisciplinary team and patients (Armstrong & Adam, 2002; Barnhill et al., 
2012; Miller, 2004; Pelletier et al., 2003; Pullon & Fry, 2005; Spencer, 2006; 
Whyte et al., 2000; Wyatt, 2007). Another outcome reported in the literature is 
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the capacity to fulfil teaching and mentorship roles, being a role model 
(Armstrong & Adam, 2002; Barnhill et al., 2012; Pelletier et al., 2003) and 
increased confidence and self-esteem, with reports of improved patient care 
through practice change (Adriaansen et al., 2005; Atkinson & Tawse, 2007; 
Barnhill et al., 2012; Hardwick & Jordan, 2002; McDonald et al., 2009; Nicolson, 
Burr, & Powell, 2005; Pelletier et al., 2003; Pelletier, Donoghue, & Duffield, 
2005; Van Wissen & McBride-Henry, 2010; Wilson & Johnson, 2015). In one 
study, student advanced nurse practitioners believed they had developed 
reflective practice skills (Glaze, 2001). 
The research findings support a general theme of competence and 
confidence as outcomes of postgraduate study. This is often described as 
professional confidence. A study by McMullen, Holbrook and Cantwell (2014) 
found that central to the learning and transitional process from a competent to 
proficient level of nursing practice for the ICU specialist RN was the concept of 
professional confidence. This transition involved “a qualitative cognitive shift in 
thinking, the development of competence and transformation in the level of 
nursing practice” (pg. 20). The development of confidence, in communication, in 
linking nursing theoretical knowledge to practice and in clinical nursing 
knowledge, is also a strong theme in studies by Van Wissen and McBride-Henry 
(2010) and Currie (2008). 
In summary, students benefit from postgraduate education in relation to 
changes in attitudes, perceptions, knowledge and in skill acquisition. This may 
lead, says Cotterill-Walker (2012), to an increased ability to positively influence 
patient care and outcomes. There is some evidence that these reported course 
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outcomes actually result in behaviour change. Improved application of evidence-
based practice, quality of nursing care, collegial support, communication and 
increased teaching roles have been reported by management and nurse 
educators (Barnhill et al., 2012; Wilson & Johnson, 2015). Gijbels et al. (2010) 
conclude that there is some evidence that students apply their newly acquired 
attitudes, knowledge and skills but there is limited evidence of the direct impact 
of postgraduate education on organisational and service delivery changes, or on 
benefits to patients and carers (pg. 64).  
The major limitation with the vast majority of studies in this area, however, 
is the study methodology. Most of the studies are conducted in small scale 
individual programs of study, confined to one locality, with one cohort of 
students, using focus groups or questionnaires. In most, participants are asked 
to self-report the knowledge, skills and behaviours they believe they have 
acquired as a result of completing a postgraduate course. These nurse-reported 
outcomes are considered an indirect measure of patient care outcomes but 
actual patient outcomes or patient perceptions are rarely assessed. There are 
methodological difficulties with establishing a strong correlation between patient 
outcomes and postgraduate nurse education given the multiple variables that 
impact on patient outcomes and the ever changing clinical workforce. There are 
very few naturalistic observational studies to assess acquisition and 
demonstration of specific knowledge, skills or attitudes. There is some evidence 
linking educational preparation of nurses to improved patient outcomes but the 
research has focused on entry level qualifications rather than postgraduate 
qualifications (Aiken et al., 2011; 2014). 
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A further difficulty with current research evidence is the lack of clarity in 
the literature in relation to the levels of qualification being studied, duration of 
course, and inconsistency in the terminology used to define educational levels 
(Cotterill-Walker, 2012). There is often very little information provided about the 
course the participants have completed (duration, curriculum, or teaching and 
learning strategies) to compare study outcomes or replicate research. Many of 
the studies are over a decade old. Very few focus on outcomes of critical care 
programs (Armstrong & Adam, 2002; Chaboyer & Retsas, 1996; McMullen et al., 
2014; Northam et al., 2015; Rogal & Young, 2008; Santiano & Daffurn, 2003). 
Notably, the vast majority of studies present data collected at the completion of 
the course only. Only four studies were found that gathered data at the 
beginning and end of a course enabling some measure of the maturation of the 
knowledge, skills and behaviours required for healthcare quality. These studies 
demonstrated maturation in cultural learning and competence to manage 
culturally complex clinical issues, (Northam et al., 2015), mastery of knowledge 
and skill (Adriaansen et al., 2005; Redshaw & Harvey, 2001; Rogal & Young, 
2008; Van Wissen & McBride-Henry, 2010) and improved critical thinking and 
decision making (Rogal & Young, 2008). 
The roles nurses are expected to play in improving the health outcomes 
of patients and the patient and family experience, assumes a nursing workforce 
that is equipped to fulfil its responsibilities, and that is cognisant of those 
responsibilities. Whether nurses even believe they are responsible for the broad 
domains of quality healthcare is unknown. It is arguable that the quality of 
healthcare will be compromised if nurses are not aware of the breadth of their 
Chapter 1:  Background and Research Problem 
 
20 
 
responsibilities, do not accept those responsibilities, or do not feel equipped to 
fulfil those responsibilities.  
1.3. Influences on Postgraduate Course Outcomes 
Nurses new to critical care environments and undertaking postgraduate 
study are focused on developing core specialty practice knowledge and skills. 
They may struggle to recognise, understand or value their wider roles and 
responsibilities, as members of healthcare teams, to improve the quality and 
safety of healthcare. It is important that nurses entering this healthcare 
environment understand the new quality paradigm and are equipped with the 
knowledge, skills and attitudes required to meet healthcare quality expectations 
and standards that extend beyond specialty practice expertise. The role 
postgraduate education plays in this development, and the factors associated 
with the development of understanding and competence in the wider dimensions 
of quality healthcare, is not well understood.  
There may be many factors that influence postgraduate nurses’ capacity 
to mature in perceptions of their roles and responsibilities for healthcare quality. 
These include their motivations and aims for undertaking postgraduate study, 
workplace and study experiences, readiness for learning, perceptions of 
personal safety competence, workplace safety culture, and workplace practices 
and personal attitudes toward patient and family-centred care practices. 
Therefore it is pertinent to consider these factors as possible variables for 
development of desired course outcomes. Much of the relevant literature is not 
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specific to critical care nursing students, but is useful to explore potentially 
influencing factors more broadly. 
 
1.3.1. Motivations for undertaking postgraduate study. 
Understanding nurses’ aims and motivations for undertaking post 
registration study is relevant to the current research problem because there may 
be a disconnect between nurses’ reasons for pursuing postgraduate study, and 
the expectations inherent in health professional practice standards for the 
development of safety and quality competencies (ACCCN, 2015; CENA, 2013; 
CC3N, 2013; Critical Care Nurses Section New Zealand Nurses Organisation, 
2014; EfCCNa, 2013; WFCCN, 2005). It is possible that students may not value 
or acknowledge these desired course outcomes as important if their personal 
course aims or motivations are limited to development of specialty knowledge 
and skill. It is also possible that students may not have the ‘headspace’, capacity 
or desire to develop the non-specialty knowledge, skills and behaviours required 
to advance healthcare quality and safety.  
The evidence found in the literature about nurses’ motivations for 
undertaking postgraduate study can be loosely categorised as personal and 
professional. Personal motivations include the need to upgrade qualifications 
(Bahn, 2007; Cooley, 2008; Joyce & Cowman, 2007; Smith & Topping, 2001; 
Watkins, 2011), accessibility and availability of courses (Chiu, 2005; Watkins, 
2011), obtaining promotion or career enhancement (Gould, Smith, Payne, & 
Aird, 1999; Hallinan & Hegarty, 2016; Johnson & Copnell, 2002; Joyce & 
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Cowman, 2007; Watkins, 2011; Zahran, 2012), and improving knowledge and 
skills (Chaboyer & Retsas, 1996; Gould et al., 1999; Hoffman & Julie, 2012; 
Johnson & Copnell, 2002; Joyce & Cowman, 2007; Murphy, 2006; Stavropoulou 
& Stroubouki, 2009; Toren et al., 2011; Watkins, 2011). Professional motivations 
include enhancing patient care standards; although this research finding tended 
to be included with improving knowledge and skills with the link between the two 
not always well established (Hallinan & Hegarty, 2016; Johnson & Copnell, 
2002; Murphy, Cross, & McGuire, 2005). Existing research evidence suggests 
nurses may not identify the development of evidence-based practice, skills in 
clinical leadership and governance, and professional behaviours such as 
teamwork and effective communication skills as aims or motivations for 
undertaking postgraduate specialist study. This suggests a possible disconnect 
between expectations for specialist nurse course outcomes and students’ aims 
and motivations. 
 
1.3.2. Experiences of nurses undertaking postgraduate study. 
Qualified nurses undertaking postgraduate specialist studies comment on 
the transitional nature of the experience and the academic and clinical 
environments required to orientate, support and develop proficiency roles 
(Hollywood, 2011; Illingworth, Aranda, De Goeas, & Lindley, 2013; Nicholl, Price, 
& Tracey, 2016; Redshaw & Harvey, 2001). In the critical care context, students 
report a broadening or deepening of their knowledge base with improved 
understanding and application of theory to practice (Chaboyer et al., 2001; 
Chaboyer & Retsas, 1996; Long et al., 2014; McMullen et al., 2014; Northam et 
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al., 2015). There are findings of improved critical thinking and decision making 
(Rogal & Young, 2008; Santiano & Daffurn, 2003) and communication skills 
(Armstrong & Adam, 2002).  
Those undertaking postgraduate critical care study experience stress and 
fatigue and to a lesser extent (particularly in the early studies when critical care 
courses transitioned to the higher education sector), frustration (Armstrong & 
Adam, 2002; Chaboyer et al., 2001; Chaboyer & Retsas, 1996; Heslop & Louw, 
1994; Taylor, Ogle, Dennis, Olivieri, & English, 1999). This is expressed as the 
financial burden associated with fees, decreased work hours, the cost of travel, 
and the expense of academic materials. The negative impact of studying on 
family life was a finding of several studies of the experiences of postgraduate 
students (Cooley, 2008; Nicholl et al., 2016; Spencer, 2006; Stanley, 2003). 
Combining clinical learning and practice with the demands of university study in 
a formal postgraduate program presents students with a unique set of 
challenges. This includes difficulties related to the cognitive, linguistic and 
sociolinguistic areas of academic writing (Gimenez, 2008) including a general 
lack of confidence in academic referencing and a feeling of being inadequately 
prepared to meet the required standards of academic writing overall 
(Greenwood, Walkem, Smith, Shearer, & Stirling, 2014; Johansen & Harding, 
2013). It is possible that these factors may limit postgraduate nurses’ capacity to 
appreciate and develop broader knowledge and skill sets related to healthcare 
quality.  
Evidence also suggests that nurses new to the critical care environment 
experience fear and anxiety about their work performance and concern about 
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social inclusion within the unit team (Johansen & Harding, 2013; Leathart, 1994; 
O'Kane, 2012; Saghafi, Hardy, & Hillege, 2012). They may be focused on the 
technical side of quality care delivery as they develop knowledge and skills in 
acute, high risk, and unfamiliar environments. They may regress to novice or 
advanced beginner level (Benner, Tanner, & Chesla, 1992) as they seek to 
acquire and develop the knowledge and skills required to practice in high acuity 
environments. For the beginner in critical care, learned processes, tasks 
needing to be done, prioritising care, and planning care according to pre-set 
goals to maintain the patient’s status or to prevent decline, are the factors that 
determine immediate requirements for action. Failure to organise themselves 
and their care, or being unsure of priorities, raises anxiety, worry and 
“undifferentiated dread” (Benner et al., 1992, p. 25). Benner, Tanner and Chelsa 
(1992) note that these nurses are distressed and report feeling that their practice 
is unsafe if they are not in control of the task environment. The very nature of 
being a novice may limit the beginner critical care nurse’s capacity to 
incorporate patient and families in clinical decision-making (Benner et al., 1992), 
to initiate, measure, use feedback or act on quality indicator data, and to 
communicate in a way that facilitates effective teamwork for quality care in the 
midst of so many competing clinical demands. 
 
1.3.3. Learning readiness. 
Andragogy, or adult learning, refers to the methods and principles used in 
adult education. Knowles’ seminal work on the core principles of andragogy, the 
ways adults learn, has informed the way educational programs are designed, 
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delivered and evaluated. The six principles are (1) the learner’s need to know 
(the how, the what and the why of learning) (2) self-concept of the learner, (3) 
prior experience of the learner, (4) readiness to learn, (5) orientation to learning 
and (6) motivation to learn (Knowles, 1984). Other factors that affect adult 
learning, for example, individual learner and situational differences, and goals 
and purposes of learning, may cause adults to behave more or less closely to 
the core principles (Knowles, Holton, & Swanson, 2014). Of particular interest 
for this study is the learning readiness, or self-directed learning skills, nurses 
bring to their postgraduate year.  
Self-directed learning (SDL) is an appropriate and necessary instructional 
design and personal attribute of adult learners. Knowles defined SDL as “a 
process in which individuals take an initiative, with or without the help of others, 
in diagnosing their learning needs, formulating learning goals, identifying human 
and material resources for learning, choosing and implementing appropriate 
learning strategies and evaluating learning outcomes” (Knowles, 1975, p. 18). 
Self-directed learning can also be viewed as the motivational, cognitive, and 
affective characteristics or personalities of self-directed learners (Oddi, 1987). 
This perspective explores SDL as a set of personality characteristics or 
attributes that are required and developed as an outcome of SDL (Fisher, King, 
& Tague, 2001). This multidimensional view of SDL was captured in the three 
components of Garrison’s model of SDL: (1) self-management (task control 
issues); (2) motivation (the motivation to engage in SDL and to complete SDL 
tasks); and (3) self-monitoring (the cognitive leaning processes as well as the 
metacognitive skills a person needs to engage in SDL) (Garrison, 1997).  
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For nurses, the need to be a self-directed learner is critical to meet the 
knowledge and practice requirements of an ever changing, dynamic clinical 
environment. All learners have personal characteristics and attributes that will 
support and promote, or potentially impede, learning in a given situation 
(Knowles, 1984). It is arguable that nurses without good learning readiness, or 
strong self-directed learning skills, may be less prepared for postgraduate 
education. Postgraduate educational environments incorporate the principles of 
adult learning and may include, to a more or less degree, self-directed learning 
expectations. Regardless of the structure of a learning activity, skills and 
behaviours that promote learning and develop expertise are required. This may 
mean that students, depending on their learning readiness, skills and attitudes, 
are more or less likely to develop the knowledge, skills and behaviours expected 
as outcomes of postgraduate education.  
 
1.3.4. Perceived safety competence. 
The imperative for greater patient safety content in health professional 
education was discussed in Section 1.1.2 of this chapter. Ongoing research to 
understand the extent of patient safety knowledge among health professionals is 
important to evaluate the success of patient safety education initiatives (National 
Patient Safety Foundation, 2010). Understanding learners’ perceptions of their 
patient safety competence contributes to education program design and 
evaluation in both classroom and clinical settings (Duhn et al., 2012; Ginsburg, 
Castel, Tregunno, & Norton, 2012).  
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The beliefs postgraduate nurses hold about their patient safety 
competence may have some influence on their perceptions of their roles and 
responsibilities in healthcare quality. For example, if students are not confident 
that they are equipped with the knowledge and skills they need to deliver safe 
patient care, they may be reluctant to take responsibility for safety practices. An 
increase in confidence in knowledge and skills may be associated with an 
increase in perceptions of responsibilities around safety in healthcare. Thus, 
perceived patient safety competency may be a variable in whether students 
mature in their perceptions of their roles.  
 
1.3.5. Workplace safety culture.  
Nurses’ perceptions of their roles and responsibilities in healthcare 
quality, and any potential for maturation over the course of a postgraduate 
program, may be influenced by the safety practices or safety culture of their 
work units. The safety culture of an organisation has been defined as  
the product of the individual and group values, attitudes, competencies 
and patterns of behaviour that determine the commitment to, and the 
style and proficiency of, an organisation’s health and safety programmes. 
Organisations with a positive safety culture are characterised by 
communications founded on mutual trust, by shared perceptions of the 
importance of safety, and by confidence in the efficacy of the preventative 
measures (Vincent, 2010, p. 273). 
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Assessment of safety culture is increasingly being used as a proactive 
risk management strategy (Sexton et al., 2011b) and there are numerous 
instruments available to measure the construct (Agency for Healthcare 
Research and Quality, 2004; Colla, Bracken, Kinney, & Weeks, 2005; Flin, 
Burns, Mearns, Yule, & Robertson, 2006; Ginsburg et al., 2009; Sexton et al., 
2006; Singer et al., 2007; Singla, Kitch, Weissman, & Campbell, 2006). The 
items in these various surveys tap into attitudes about organisational factors 
such as safety climate and morale, work environment factors such as hierarchy, 
managerial support and staffing levels, team factors such as team work and 
communication, and staff factors such as overconfidence and stress recognition 
(Vincent, Taylor-Adams, & Stanhope, 1998). They assess workforce perceptions 
of procedures and behaviours in a responder’s work environment that may 
indicate the relative importance or priority given to patient and staff safety 
(Vincent, Burnett, & Carthey, 2013).  
In nursing, a positive safety climate has been strongly associated with 
fewer adverse events for patients and staff. Findings include fewer patient 
urinary tract infections, pressure injuries, medication errors, staff back injuries, 
and needle-stick injuries, and improved job satisfaction and patient satisfaction 
(Hofmann & Mark, 2006; Singer et al., 2009; Taylor et al., 2012). A study by 
Sexton, Thomas and Helmreich (2000) found that clinical staff found it difficult to 
discuss error and not all staff accepted personal susceptibility to error.  
Acknowledging that postgraduate nurses work in a wide range of clinical 
units, it is likely that their perceptions of the safety cultures of their workplaces 
will differ. It may be that working in an environment where the safety culture is 
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poor is associated with diminished understanding of a nurse’s role in improving 
clinical safety. If the working environment has a poor safety culture, it is possible 
that nurses are not encouraged to be proactive and accountable for patient 
safety and are hindered in development of their beliefs about their own roles and 
responsibilities. On the other hand, it may be that nurses at the end of a 
postgraduate course are more informed about the factors that put patients at risk 
of harm and the behaviours that improve patient safety. This may be reflected in 
heightened awareness of the safety cultures in which they practice and less 
favourable assessment.   
 
1.3.6. Workplace practices and personal attitudes toward person 
and family-centred care. 
Health professionals are expected to provide person-centred care. 
National safety and quality bodies, and professional nursing and critical care 
organisations’ practice standards have a strong and consistent focus on person-
centred care as a key aspect of ensuring quality in healthcare (ACCCN, 2015; 
2012d; ACSQHC, 2011a; 2011b; CENA, 2013; IHI, 1998; NMBA, 2016; WHO 
Core Team, 2011). A person-centred approach to healthcare treats people as 
individuals with unique needs, concerns and preferences, making healthcare 
safer and of higher quality (ACCCN, 2011b). Over the last 20 years, there has 
been considerable healthcare reform and consumer movement toward more 
person-centred care approaches. These have been driven by organisations 
such as The Picker Institute, The Institute for Patient and Family-Centered 
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Care1, The Institute for Healthcare improvement, Planetree, and The Hush 
Foundation.  
Health professional safety and quality education guidelines specify the 
knowledge, skills, behaviours and attitudes health professionals need to practice 
person-centred care and to partner with families to improve the quality of 
healthcare (American Association of Colleges of Nursing QSEN Education 
Consortium, 2012; ACoSQHC, 2005; IOM, 2003; WHO Core Team, 2011). It is 
important to understand health professionals’ level of acceptance and readiness 
for patient and family-centred care (WHO, 2013 ). It is possible that 
postgraduate students’ workplace experiences of patient and family-centred 
care (PFCC), or their personal preferences or beliefs about the value of PFCC 
practices, may influence their perceptions of their roles and skills in this domain 
of quality healthcare. If they do not value certain PFCC practices, they may not 
believe they have a responsibility for these practices. If they are employed in 
environments where PFCC practices are not valued or enacted, they may lack 
good role modelling and be impeded in developing a sense of responsibility for 
those practices.  
1.4. Summary 
Nurses play a critical role in ensuring that patients do not experience 
harm and receive high quality care. They have professional responsibilities that 
                                            
 
1 When referring to the American ‘Institute for Family-Centered Care’, or the 
‘Patient and Family-Centered Care’ inventory produced by the Institute, the American 
spelling is used consistent with these titles. In all other places, the British/Australian 
spelling for ‘centred’ is used. 
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encompass a broad range of practices and behaviours designed to improve the 
quality of healthcare. The knowledge, skills and attitudes required to deliver high 
quality, safe care are made explicit in the quality and safety literature, health 
professional curricula and professional practice standards. Postgraduate 
specialty education is an opportunity to advance nurses’ knowledge, skills and 
attitudes; in particular, perceptions of their roles and responsibilities related to 
healthcare quality. However, there is limited evidence in the literature about 
whether postgraduate critical care students mature in their thinking around their 
responsibilities and skills across key domains of quality, or what factors may be 
associated with this development of understanding. There is currently no clear, 
unified framework for describing or measuring nurses’ responsibilities in 
maintaining and improving healthcare quality systems and processes that 
address the multiple dimensions of quality in which nurses engage. These gaps 
in the literature led to the research purpose and aims of the study.  
1.5. Research Purpose and Aims  
The purpose of this research was to develop an instrument to measure 
nurses’ perceptions of their roles and responsibilities related to healthcare 
quality. The ability to measure change over time with a robust instrument will 
inform curricula and professional programs designed to develop knowledge, 
skills and attitudes related to healthcare quality, with the ultimate aim of 
improving the quality and safety of care delivered to patients in acute care 
environments. There were three aims of the research: 
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1. To develop the conceptual model of nurses’ roles and responsibilities in 
maintaining and improving the quality of healthcare; 
 
2. To develop a valid, reliable survey instrument to measure nurses’ 
perceptions of their responsibilities across all the domains of healthcare 
quality; and, 
 
3. To explore intrinsic and extrinsic factors that provide a context for 
understanding nurses’ perceptions of their roles and responsibilities for 
healthcare quality. 
1.6. Thesis structure 
The thesis is presented in nine chapters. In this first chapter, the research 
problem has been described and a background to the problem provided. The 
significance of the research was discussed, providing a context for the value of 
the research program. The chapter also included a review of the expectations 
for quality and safety outcomes specified by specialist critical care nursing 
bodies, the evidence for outcomes of postgraduate education, and a summary of 
possible influencing factors on postgraduate course outcomes. This review 
informed the research purpose and aims.  
In Chapter 2, the first aim of the thesis is addressed. The systematic 
search used to develop the conceptual model for nurses’ responsibilities in 
quality healthcare is described. The model is developed from a narrative review 
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of existing literature and provides the conceptual framework for the thesis. The 
specific research objectives were to: 
a) Determine through narrative synthesis of the literature the domains of 
quality that encompass nurses’ professional responsibilities for high 
quality care. 
b) Identify elements of practice that describe nurses’ responsibilities within 
each domain of healthcare quality through a review of validated 
instruments used to measure nurse competence in the different 
domains. 
In Chapter 3, the research objectives for each aim are specified, the 
methods used to collect and analyse the data are explained, and further detail is 
provided about the thesis structure. In Chapter 4 and Chapter 5, the second aim 
of the study is addressed. This includes the steps taken to develop a valid, 
reliable survey instrument to measure nurses’ perceptions of their roles and 
responsibilities across all the domains of healthcare quality. In Chapters 6 – 8, 
results pertaining to the third aim of the study are presented. Chapter 6 includes 
an analysis of nurses’ understanding of the domains of healthcare quality, a 
factor that may influence role perceptions. In Chapter 7, analyses related to 
students’ course aims/motivations and expectations, learning readiness, 
perceived patient safety competency, and beliefs about PFCC practices are 
presented. In Chapter 8, extrinsic factors that may be associated with nurses’ 
perceptions of their roles are discussed (workplace safety and PFCC practices). 
Finally, an integrated discussion of findings, implications of the findings, 
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strengths and limitations of the study, and conclusions are presented in Chapter 
9.  
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Chapter 2: Literature Review and Development of the Conceptual 
Model 
 
Nurses have a key role to play in improving practice and preventing 
error within the systems and processes that ensure quality in healthcare. 
Postgraduate education is an opportunity for nurses to further develop and 
accelerate acquisition of the knowledge, skills and behaviours required to 
maintain and improve the quality of healthcare. Whether nurses undertaking 
specialist postgraduate education develop in their perceptions of their roles 
and responsibilities for healthcare care quality is not known. Nor is it clear 
which domains of quality are subject to development. In this chapter, the 
processes and outcomes of the first aim and associated research objectives 
of the research program are outlined and discussed.   
Aim 1: To develop the conceptual model of nurses’ roles and 
responsibilities in maintaining and improving the quality of healthcare. 
Research objectives: 
a) Determine through narrative synthesis of the literature the 
domains of quality that encompass nurses’ professional 
responsibilities for high quality care. 
b) Identify elements of practice that describe nurses’ 
responsibilities within each domain of healthcare quality 
through a review of validated instruments used to measure 
nurse competence in the different domains. 
The four-stage process taken to fulfil these objectives comprised: 
1. A literature review to identify an appropriate existing conceptual 
framework for nurses’ responsibilities for healthcare quality; 
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2. A narrative synthesis of the literature to determine the domains of 
quality nurses need to address to meet professional expectations for 
safe and high quality care; 
3. Description of the conceptual framework for nurses’ responsibilities for 
healthcare quality; and, 
4. A literature review to identify elements of practice that describe nurses’ 
responsibilities within each domain of healthcare quality. 
2.1. Identifying and developing a model for nurses’ responsibilities for 
healthcare quality 
To be useful, a model or framework for nurses’ responsibilities in 
healthcare quality needs to encompass the critical contribution of nursing to 
patient safety and quality. It should reflect the multiple dimensions of quality 
in which nurses engage. As nursing is a practice-based discipline, the model 
should be grounded in nurses’ scope of practice, regardless of practice 
context. In essence, what is required, is a model of practice-based domains 
of quality that are both discipline specific and achievable, identifying the 
broad integrative responsibilities nurses have for healthcare quality rather 
than just quality outcomes, measures, characteristics or competencies. The 
following sections describe the literature search undertaken to inform such a 
model, and the narrative review conducted to develop a comprehensive 
model.  
2.1.1. Stage 1 methods. 
The aim of Stage 1 was to locate a model for nurses’ roles and 
responsibilities for healthcare quality in the peer-reviewed literature. This 
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stage consisted of searching for key domains of quality expressed as 
models, conceptual frameworks, or competencies for health professionals’ 
responsibilities in healthcare quality. Manuscripts or documents were 
included if quality healthcare was discussed in a way that was transferable or 
relevant to nurses’ roles or responsibilities.  
Database searches of the Cumulative Index to Nursing and Allied 
Health Literature (CINAHL complete) and Medline Complete were conducted 
separately. These two databases provide the broadest coverage of nursing 
literature. Manuscripts were limited to English language and peer-reviewed 
articles, and restricted to publications within and including January 2000 to 
April 2014 to capture contemporary perspectives of healthcare quality. To 
screen literature for its relevance to nurses’ responsibilities in healthcare 
quality, broad search terms such as ‘health professional’ were used, rather 
than restricting the search to ‘nurses’. Five key concepts were identified to 
structure the search terms. Alternate terms were used in combinations and 
using Boolean operators, to represent each key concept of interest (see 
Table 2.1). Reference lists from the full text articles assessed for eligibility 
were checked manually to identify other relevant articles before the final 
articles included in the synthesis were selected. The search strategy strings 
used for this stage are located in Appendix A. 
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Table 2.1  Search terms for Stages 1 and 2 
Concept Terms used in search strategy 
Quality quality, quality and safety, quality care, quality healthcare 
Healthcare health care, healthcare, care 
Nurse  nurse, health professional, healthcare professional, 
clinician 
Responsibilities responsibility, role, competence 
Model framework, policy, standard, guideline, model, curriculum, 
practice, educational outcome  
 
2.1.2. Stage 2 methods. 
The aim of Stage 2 was to identify the scope of healthcare quality as 
described in seminal policy and guideline documents from three key areas: 
(a) national and international frameworks, strategies and policies for quality 
and safety in healthcare (inclusive of all levels of healthcare workers); (b) 
national and international health professional safety and quality curricula – 
knowledge, skills and attitudes; and (c) professional nursing peak body 
performance standards. Google Advanced searches were used to identify 
key, publically available, grey literature. Broad internet searches of peak body 
sites were also conducted. Dates were restricted to January 2000 to April 
2014, however known seminal sources outside of these dates were included 
in the final selection. Key ‘safety’ frameworks were included as ‘safety’ is 
often used interchangeably with ‘quality’ and is a core component of quality 
healthcare. Australian national frameworks and professional nursing peak 
bodies, including critical care and emergency nurse professional bodies, 
were a particular focus as the ultimate aim was to develop a conceptual 
model that would have specific relevance to Australian nurses, particularly 
critical care nurses, and provide useful guidance across broader contexts. 
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Australian state and regional sources were excluded because they were 
based on national frameworks and therefore did not make a unique 
contribution. Documents that addressed focused aspects of quality, for 
example frameworks and models for patient-centered care or evidence-
based practice, were not included in this stage as the purpose was to 
develop a model that encompassed broad integrative responsibilities for 
quality. These more focused documents were, however, accessed for Stage 
4. The five key concepts identified in Stage 1 also informed the Stage 2 
search. Search strings used for this stage are provided in Appendix B. 
2.1.3. Stage 1 results: Absence of an appropriate model. 
Figure 2.1 provides a summary of the process of article (manuscript) 
selection. After removing duplicates, 1176 articles were screened for 
suitability by title and abstract. For inclusion, articles needed to contribute to 
a discussion about a framework or conceptual model for quality that could 
inform a model specifically for nurses’ responsibilities in healthcare quality. 
Articles were excluded if they discussed nurses’ roles in specific disease 
management programs, advanced practice roles, nurse sensitive indicators, 
the nature of nursing, nursing curricula without a clear focus on quality 
domains, or did not meet the inclusion criteria as specified above. After 
review of the full text of the remaining 45 articles, and a further eight articles 
identified in the reference lists of the 45 articles, 13 were considered to make 
a contribution to the aim of Stage 1. Conceptual models specifically 
addressing nurses’ roles and responsibilities in healthcare were not found in 
the Stage 1 search.  
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Healthcare quality as a concept or framework, its dimensions, or how 
it can be measured was addressed in six articles (Campbell, Roland, & 
Buetow, 2000; Donabedian, 1966, 1969, 1988; Goldenberg, 2012; 
Mosadeghrad, 2012). Nurse competencies required for quality healthcare 
were discussed in four articles (Cronenwett et al., 2007; 2009; Hall, Moore, & 
Barnsteiner, 2008; Sherwood & Zomorodi, 2014) and nurses’ roles in quality 
were the focus in a further three (Hines & Yu, 2009; Irvine, Sidani, & Hall, 
1998; Scott, Matthews, & Kirwan, 2014). The detailed findings of the Stage 1 
and Stage 2 reviews are summarised in Table 2.2. The narrative synthesis of 
the literature identified in Stages 1 and 2 informed the proposed conceptual 
model in Stage 3 (see Figure 2.2).  
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Figure 2.1  Flow chart of article selection in Stage 1 
2.1.4. Stage 2 results: Identifying domains of healthcare quality. 
Thirty-two key documents that contributed to the aims of Stage 2 were 
identified. These documents considered healthcare quality from three 
dominant perspectives: (a) defining, conceptualising and measuring 
healthcare quality; (b) the knowledge, skills and attitudes (competencies) 
required for healthcare quality (quality and safety curricula guides or reports); 
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and (c) nursing roles and responsibilities in healthcare quality as defined by 
the nursing practice standards of several key national and international peak 
critical care nursing bodies. The practice standards of countries with similar 
demographic characteristics, healthcare environment and nursing workforce, 
and were freely available on the internet, were selected for review. They 
provide a framework to guide critical care nurses in the knowledge, skills, 
behaviours and attitudes required to practice safely and deliver quality 
patient-focused care and outcomes.  
Results are summarised in Table 2.2. Further detail of the frameworks, 
domains, characteristics, performance dimensions or professional practice 
standards is available in Appendix C. 
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Table 2.2  Perspectives on healthcare quality - Synthesis of findings from Stages 1 and 2 of the literature review. 
Stage Key area  Source Synthesis of findings 
Perspective on healthcare quality: DEFINING, CONCEPTUALISING AND MEASURING QUALITY 
Stage 1 Peer-reviewed 
literature 
 Donabedian (1966, 1969, 1988) Defining quality and approaches 
to its assessment 
 
Quality healthcare is care that is:  
 safe 
 effective/evidence-
based/driven by information 
 appropriate 
 patient centred/person-
centred/patient and family 
centred/consumer 
centred/responsive 
 timely 
 efficient 
 equitable 
 measurable 
 
 
 
 
 
  
 Campbell, Roland and Buetow (2000) Defining quality of care  
 Goldenberg (2012) Defining ‘quality of care’ persuasively  
 Mosadeghrad (2012) A conceptual framework for quality care 
Stage 2 Key national and 
international 
frameworks, 
strategies and 
policies for 
quality and 
safety in 
healthcare 
 Institute of Medicine (2001) Crossing the quality chasm. A new 
health system for the 21st century  
 World Health Organisation (2006) Quality of care: a process for 
making strategic choices in health systems 
 Organisation for Economic Co-operation and Development, 
Conceptual framework for the OECD health care quality 
indicators project (Arah et al., 2006; Kelley & Hurst, 2006) 
 Australian Commission on Safety and Quality in Health Care: 
o Australian safety and quality framework for health care 
(2011) 
o Australian safety and quality goals for health care (2012a) 
o National safety and quality health service standards 
(2012b) 
o Safety and Quality Improvement Guide Standard 1: 
Governance for Safety and Quality in Health Service 
Organisations (2012c) 
 National Health Service, England (2014a) What do we mean by 
high quality care?  
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Perspective on healthcare quality: KNOWLEDGE, SKILLS AND ATTITUDES (COMPETENCIES) REQUIRED FOR HEALTHCARE 
QUALITY 
Stage 1 Peer-reviewed 
literature 
 Cronenwett et al. (2007) Quality and safety education for nurses   
For quality healthcare, health 
professionals should demonstrate 
competency in:  
 patient/family/person-centred 
care 
 teamwork and collaboration 
 optimising human and 
environment factors 
 evidence-based practice 
 quality improvement and 
clinical governance to improve 
care 
 safety 
 discipline and context 
specific knowledge and skill 
 health informatics 
 Cronenwett, Sherwood and Gelmon (2009) Improving quality and 
safety education: The QSEN Learning Collaborative  
 Hall, Moore and Barnsteiner (2008) Quality and nursing: moving 
from a concept to a core competency 
 Sherwood and Zomorodi (2014) A New Mindset for Quality and 
Safety: The QSEN Competencies Redefine Nurses' Roles in 
Practice  
Stage 2 National and 
international 
health 
professional 
safety and 
quality curricula 
and reports 
 Institute for Healthcare Improvement (1998) Knowledge domains 
for health professional students seeking competency in the 
continual improvement and innovation of health care  
 Institute of Medicine (2003) Health Professions Education: A 
Bridge to Quality 
 Australian Council for Safety and Quality in Health (2005) The 
Australian Patient Safety Education Framework  
 The Lancet Commissions: Health professionals for a new 
century: transforming education to strengthen health systems in 
an interdependent world (Frenk et al., 2010). 
 Carnegie Foundation report, Educating nurses: a call for radical 
transformation (Benner & Shulman, 2010) 
 Prime Minister’s Commission report, Front line care: the future of 
nursing and midwifery in England (Prime Minister’s Commission 
on the Future of Nursing and Midwifery in England, 2010) 
 Institute of Medicine report, The Future of Nursing - Leading 
Change, Advancing Health (Institute of Medicine, 2010) 
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 Canadian Patient Safety Institute (Frank & Brien, 2008) The 
Safety Competencies: Enhancing Patient Safety Across the 
Health Professions  
 World Health Organisation Core Team (2011) World Health 
Organisation Patient Safety Curriculum Guide: Multi-professional 
edition  
 American Association of Colleges of Nursing - Quality and Safety 
Education for Nurses Consortium (2012) Quality and Safety 
Education for Nurses  
 Health Workforce Australia (2012) National Common Health 
Capability Resource: shared activities and behaviours in the 
Australian health workforce 
Perspective on healthcare quality: NURSING ROLES AND RESPONSIBILITIES IN HEALTHCARE QUALITY 
Stage 1 Peer-reviewed 
literature 
 Hines and Yu (2009) The changing reimbursement landscape: 
nurses' role in quality and operational excellence 
 
To ensure healthcare quality, nurses 
have a responsibility to: 
 act professionally, ethically 
and morally, promoting the 
safety and dignity of both 
recipients and providers of 
healthcare  
 embrace their roles and 
responsibilities in the delivery 
and evaluation of healthcare 
quality 
 operate within their scope of 
practice and at levels 
consistent with established 
 Irvine, Sidani and Hall (1998) Linking outcomes to nurses' roles in 
health care 
 Scott, Mathews and Kirwan (2014) What is nursing in the 21st 
century and what does the 21st century health system require of 
nursing?  
Stage 2 Professional 
nursing peak 
body 
performance 
standards and 
competencies  
 International Council of Nurses (ICN) Position Statements:  
 B05: Nursing research (2007) 
 D04: Participation of nurses in health services decision making 
and policy development (2008) 
 D05: Patient safety (2012b) 
 B03: Cultural and Linguistic Competence (2013a) 
 The ICN Code of Ethics for Nurses (2012a) 
 Nursing and Midwifery Board of Australia (NMBA) 
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 National competency standards for the registered nurse (2006) 
 Code of Professional Conduct for Nurses in Australia (2008) 
performance standards for 
their role and position 
  NMBA, the Australian College of Nursing, and the Australian 
Nursing and Midwifery Federation, Code of Ethics for Nurses in 
Australia (NMBA 2008) 
   Australian College of Critical Care Nurses (2002), Competency 
Standards for Specialist Critical Care Nurses 
   College of Emergency Nursing Australasia (2013), Practice 
Standards for the Emergency Nursing Specialist 
   European federation of Critical Care Nursing associations 
(EfCCNa) EfCCNa Competencies for European Critical Care 
Nurses (2013) 
 Critical Care National Network Nurse Leads Forum (CC3N) 
(2013), National Competency Framework for Adult Critical Care 
Nurses 
 Critical Care Nurses Section, NZNO. (2014), New Zealand 
Standards for Critical Care Nursing Practice 
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2.1.5. Stage 3: Conceptual model for nurses’ responsibilities in 
healthcare quality. 
While the quantity of literature addressing quality and safety in 
healthcare is vast, and efforts have been made to elucidate quality domains 
or frameworks, no single framework or conceptualisation of domains found in 
this literature review provided a comprehensive frame of reference in the 
context of nurses’ roles and responsibilities for quality healthcare. Thus, in 
the absence of a unified framework for describing the roles and 
responsibilities of nurses in maintaining and improving healthcare quality 
systems and processes, a systematic approach has been used to identify 
and synthesise relevant literature (Stages 1 and 2) to produce a 
comprehensive and pragmatic conceptual model (Stage 3). Thematic 
analysis was used to produce a rudimentary synthesis of findings across the 
included sources. According to Mays, Pope and Popay (2005, p. S1:12) this 
approach seeks “to identify and bring together the main, recurrent or most 
important issues or themes arising from a body of literature”.  
This analysis identified that nurses’ responsibilities fall within seven 
constructs or domains of quality: (a) Management of the Environment; (b) 
Promotion of Safety; (c) Evidence Based Practice; (d) Medical and Technical 
Competence; (e) Person Centred Care; (f) Positive Interpersonal Behaviours; 
and (g) Clinical Leadership and Governance (Figure 2.2). This synthesis 
indicates nurses should demonstrate appropriate knowledge, skills and 
attitudes or behaviours in each of these domains, depending on their role, 
experience and qualifications.  
Behaviours 
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Figure 2.2  Conceptual model - Domains of healthcare quality  
 
The model, derived from the literature, identifies a core set of domains 
of quality in healthcare relevant to registered nurses’ roles and 
responsibilities and scope of practice. Detailed definitions for each of these 
domains of responsibility are provided in Table 2.3. Understanding these 
domains provides the means for healthcare and education providers within a 
variety of contexts to describe, understand and evaluate nurses’ perceptions 
of their responsibilities in healthcare quality and to support them to fulfil these 
roles. Development of the model addressed the first overall research aim of 
the study (Chapter 1, section 1.4).  
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Table 2.3  Conceptual model domain definitions 
Domain Broad definition of domain 
Management of the 
Environment 
 Encapsulates nurses’ responsibilities to 
maintain an appropriate, healing physical 
space in which a health care service is 
delivered. 
Promotion of Safety  Refers to nurses’ responsibility to provide care 
that minimizes risks and harm to themselves 
and service users. It avoids injuries to 
patients from the care that is intended to help 
them (IOM 2001; WHO 2006). 
Evidence Based Practice  Involves giving consideration to the best 
available evidence; the context in which the 
care is delivered; client preference; and the 
professional judgement of the health 
professional (Pearson, Wiechula, Court, & 
Lockwood, 2005; Sackett, Rosenberg, Gray, 
Haynes, & Richardson, 1996). 
Medical / Technical 
Competence 
 Refers to the discipline and context specific 
knowledge and psychomotor skills registered 
nurses need to provide quality healthcare. 
Person Centred Care  Nursing care that takes into account the 
preferences and cultures of individual service 
users and their communities. Nurses have a 
responsibility to respect and respond to 
individual needs (ACSQHC 2014b; Institute 
for Patient and Family-Centered Care, 2010; 
IOM 2001; WHO 2006). 
Positive Interpersonal 
Behaviours 
 Refers to the communication skills, team 
behaviours and personal attributes that 
promote safe and quality healthcare. 
Clinical Leadership and 
Governance 
 Refers to registered nurses’ behaviours that 
provide direction and support to clients and 
the healthcare team in the delivery of patient 
care (Patrick et al., 2011). Nurses have a 
role to play in clinical governance, sharing 
responsibility and accountability with the 
governing body, managers, other clinicians 
and staff for quality improvement, minimising 
risks, and fostering an environment of 
excellence in care for clients and their 
families (Department of Health and Ageing, 
2010). 
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The purpose of constructing the model was to inform the development 
of an instrument that could be used to measure nurses’ perceptions of their 
roles in healthcare quality at the beginning and the end of specialist 
postgraduate study. It was therefore important to operationalise the domains 
to guide development of the items for the instrument (Chapter 4).  
2.1.6. Stage 4 methods. 
The aim of Stage 4 was to identify descriptive elements for each of the 
proposed domains of healthcare quality. It was expected that validated 
measurement instruments would provide the most useful source of evidence-
based constructs or elements to operationalise each of the domains of 
healthcare quality identified in the conceptual model. Understanding how to 
measure nurses’ knowledge and skills in, and attitudes towards, evidence-
based practice for example, was anticipated to provide useful elements for 
identifying nurses’ responsibilities in that quality domain.  
In this stage, the search strategy consisted of combining search terms 
for each of the quality domains with terms to identify measurement tools 
(‘measurement’, ‘instrument’, ‘tool’, ‘scale’, ‘questionnaire’), role (‘role’, 
‘competence’, ‘responsibility’, ‘skill’) and nursing (‘nurse’). Each domain was 
explored independently in Medline Complete and CINAHL Complete, using 
Boolean operators. Alternate search terms and synonyms for each domain 
were included to maximise results (for example, ‘teamwork’, ‘communication’ 
and ‘reflective practice’ were used to identify possible instruments for 
assessing the domain ‘Positive Interpersonal Behaviours’). The search was 
limited to peer-reviewed, English language, full text papers and the time 
period was restricted to January 2000 to April 2014.  
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Instruments were included if they specifically measured nurses’ roles, 
responsibilities, knowledge, skills, attitudes or competency in one or more of 
the quality domains identified in the proposed conceptual model, had 
undergone psychometric testing and validation, and were peer-reviewed and 
published. Replication studies were only included if they provided new 
psychometric validation information about an existing pre-2000 instrument. A 
second consideration was that the instrument needed to specify elements, 
factors, subscales or constructs of the phenomenon under investigation that 
were useful to the purpose of this stage of the study. Finally, instruments 
measuring patient perceptions of quality care were included if they provided 
useful or novel elements, acknowledging that patient experience is an 
essential quality outcome measure and patient perspectives of quality should 
be considered by nurses when delivering quality care. Search strategy 
strings for this stage are included in Appendix D. 
 
2.1.7. Stage 4 results: Descriptive elements for the seven 
domains of healthcare quality 
Thirty-three instruments were included in the final selection of 
literature to operationalise or measure nurses’ responsibilities within the 
quality domains of the proposed conceptual model. Three were measures of 
safety competencies (Ginsburg et al., 2012; Lee, An, Song, Jang, & Park, 
2014; Schnall et al., 2008); one was generic to quality and safety (Piscotty, 
Grobbel, & Abele, 2013); three were designed to measure evidence-based 
practice (Melnyk, Fineout-Overholt, & Mays, 2008; Ruzafa-Martinez, Lopez-
Iborra, Moreno-Casbas, & Madrigal-Torres, 2013; Upton & Upton, 2006); 10 
Chapter 2 Literature Review and Development of the Conceptual Model 
52 
 
measured competence, including health informatics (Choi & Bakken, 2013; 
Cowan, Wilson-Barnett, Norman, & Murrells, 2008; Hill, McGonigle, Hunter, 
Sipes, & Hebda, 2014; Hsu & Hsieh, 2009; Hsu & Hsieh, 2013; Hunter, 
McGonigle, & Hebda, 2013; Meretoja, Isoaho, & Leino-Kilpi, 2004; Nilsson et 
al., 2014; Takase & Teraoka, 2011; Yoon, Yen, & Bakken, 2009); five 
measured person-centred care competencies (Doorenbos, Schim, Benkert, & 
Borse, 2005; Perng & Watson, 2012; Schim, Doorenbos, Miller, & Benkert, 
2003; Sidani et al., 2014; Wu, Larrabee, & Putman, 2006); seven measured 
aspects of positive intra and interprofessional behaviours (including 
teamwork, communication and professionalism) (Baumann & Kolotylo, 2009; 
Guise et al., 2008; Kalisch, Lee, & Salas, 2010; Keebler et al., 2014; 
Orchard, King, Khalili, & Bezzina, 2012; Sigalet et al., 2013; Walker et al., 
2011); and one measured clinical leadership (Patrick et al., 2011). Three 
instruments measured patient perceptions of quality healthcare (Koerner, 
2000; Lynn, McMillen, & Sidani, 2007b; Wilde Larsson & Larsson, 2002).  
In addition, 13 articles describing core elements of a specific quality 
domain, or competency statements for a specific quality domain were 
identified throughout the literature searching process of Stage 3. While they 
did not report development of an instrument, they were included with the final 
literature for this stage because they informed possible elements for each 
domain in the conceptual model (Bainbridge, Nasmith, Orchard, & Wood, 
2010; Campinha-Bacote, 2002; Clancy & Tornberg, 2007; Gordon, 
Darbyshire, & Baker, 2012; Kajander-Unkuri, Salminen, Saarikoski, Suhonen, 
& Leino-Kilpi, 2013; Kitson, Marshall, Bassett, & Zeitz, 2013; Mannix et al., 
2013; McCormack & McCance, 2006; Melnyk et al., 2014; Okuyama, 
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Martowirono, & Bijnen, 2011; Salas, Sims, & Burke, 2005; Sofaer & 
Firminger, 2005; Staggers, Gassert, & Curran, 2002). The process for 
identifying and excluding literature during this stage is illustrated in Figure 
2.3. 
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4 
Figure 2.3.  Flow chart of article selection for Stage 4 
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Table 2.4 provides an overview of the conceptual model with domains, 
elements to operationalise nurses’ responsibilities within each domain, and 
supporting literature from the Stage 4 literature search. Many of the 
instruments measured competencies in numerous domains and none were 
exclusive to the domain under which it is listed here. The findings of Stage 1 
and Stage 2 also informed the domain elements.  
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Table 2.4  Conceptual model domains, definitions and elements 
Domain Elements Instruments informing elements of the 
domain 
Additional key sources informing elements of 
the domain 
Reference Instrument Reference Article 
Management of 
the Environment 
 Noise minimization 
 Clean and tidy 
environment 
 Patient privacy 
 Appropriate lighting 
 Patient and family 
comfort 
Lynn, McMillen and 
Sidani (2007b) 
Patient's 
Assessment of 
Quality Scale-
Acute Care 
Version 
(PAQS-ACV)  
Sofaer (2005) 
 
Review of qualitative studies 
that report patients’ 
definitions of quality) 
Koerner (2000) Inpatient Nursing 
Service Quality 
Scale (INSQ)  
Kitson et al. (2013) Narrative review and 
synthesis of the literature 
addressing the core 
elements of patient-centred 
care. 
Wilde Larsson and 
Larsson (2002) 
Quality from the 
Patient's 
Perspective 
(QPP) _short 
form 
McCormack and 
McCance 
(2006) 
Framework for person-
centred nursing 
Promotion of 
Safety 
 Risk identification and 
management 
 Error reporting 
 Infection prevention 
 Medication safety 
 Safety procedure 
compliance 
 Understanding human 
and environmental 
factors that mitigate 
harm (includes 
Ginsburg et al. (2012) Health Professional 
Education in 
Patient Safety 
Survey (H-
PEPSS) 
Okuyama, 
Martowirona 
and Bijnen 
(2011) 
Systematic review of tools 
assessing health 
professionals’ patient safety 
competencies 
Lee et al. (2014) Patient safety 
competency self-
evaluation 
(PSCSE) tool 
  
Piscotty, Grobbel and 
Abele (2013) 
Nursing Quality 
and Safety Self-
Inventory 
(NQSSI) 
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Domain Elements Instruments informing elements of the 
domain 
Additional key sources informing elements of 
the domain 
Reference Instrument Reference Article 
teamwork, 
communication) 
 Recognition and 
response to adverse 
events including clinical 
deterioration 
 Safety culture 
promotion 
 Personal safety 
awareness 
Schnall et al. (2008) Patient Safety 
Attitudes, Skills 
and Knowledge 
Scale (PS-ASK) 
  
Evidence Based 
Practice 
 Formulation of clinical 
questions 
 Critical appraisal and 
synthesis of evidence 
 Evidence development 
and generation 
 Evidence dissemination 
 Knowledge translation 
 Evaluation of evidence 
based decisions and 
practices  
 Understanding of 
research and statistical 
terms and methods  
Melnyk, Fineout-
Overholt and Mays 
(2008) 
The Evidence-
Based Practice 
Beliefs and 
Implementation 
Scales 
Melnyk et al. (2014) Evidence-based practice 
competencies for nurses 
Ruzafa-Martinez et al. 
(2013) 
Evidence Based 
Practice 
Evaluation 
Competence 
Questionnaire 
(EBP-COQ) 
  
Upton and Upton 
(2006) 
Self-report 
questionnaire for 
implementation 
of EBP 
  
Medical / 
Technical 
Competence 
 Discipline and context 
specific knowledge 
 Psychomotor skill 
 Technical skill 
Cowan et al. (2008) Nurse competence 
self-assessment 
questionnaire 
tool generic 
across the EU. 
Kajander-Unkuri et 
al. (2013) 
Review and classification of 
competence areas for 
nursing students within the 
EU 
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Domain Elements Instruments informing elements of the 
domain 
Additional key sources informing elements of 
the domain 
Reference Instrument Reference Article 
 Health informatics 
proficiency 
 Critical thinking and 
problem solving 
Hsu and Hsieh (2009; 
2013) 
Nursing Students 
Competency 
Inventory scale 
  
Nilsson et al. (2014) The nurse 
professional 
competence 
(NPC) Scale 
  
Meretoga, Isoaho and 
Leino-Kilpi (2004) 
Nurse 
Competence 
Scale 
  
Takase and Teraoka 
(2011) 
Holistic Nursing 
Competence 
Scale. 
  
Yoon, Yen and 
Bakken (2009) 
Choi and Bakken 
(2013) 
Self-Assessment 
of Nursing 
Informatics 
Competencies 
Scale (SANICS) 
Staggers, Gassert 
and Curran 
(2002) 
Competencies for health 
informatics by level of 
nursing practice 
Hunter, McGonigle 
and Hebda (2013) 
Self-assessment 
tool of levels of 
informatics 
competency 
  
Hill et al. (2014) The Nursing 
Informatics 
Competency 
Assessment 
L3/L4 (NICA - 
L3/L4) 
  
Person Centred 
Care 
 Partnership with 
patients and families 
Schim et al. (2003) 
Doorenbos et al. 
(2005) 
Cultural 
Competence 
Campinha-Bacote 
(2002) 
Model of cultural 
competence in health care 
delivery 
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Domain Elements Instruments informing elements of the 
domain 
Additional key sources informing elements of 
the domain 
Reference Instrument Reference Article 
 Recognition of patient 
preferences 
 Patient advocacy 
 Empathy and care 
 Provision of holistic care 
 Equitable, accessible 
healthcare  
 Cultural competency 
 Cultural knowledge and 
sensitivity 
Assessment 
instrument 
 
Wu, Larrabee and 
Putman (2006) 
Caring Behaviours 
Inventory (CBI) 
McCormack and 
McCance 
(2006) 
Framework for person-
centred nursing 
Perng and Watson 
(2012) 
Nurse Cultural 
Competence 
Scale 
Kitson et al. (2013) A narrative review and 
synthesis - core elements of 
patient-centred care 
Sidani et al. (2014) Healthcare 
providers 
implementation 
of person-
centred care 
measure 
  
Positive 
Interpersonal 
Behaviours 
 Being ethical  
 Professionalism 
 Collaboration 
 Team work climate 
 Team leadership 
 Team orientation 
 Mutual support 
 Effective 
communication 
 Situation assessment 
and advocacy 
 Conflict resolution 
 Adaptability 
Walker et al. (2011) Observational Skill 
based Clinical 
Assessment tool 
for Resuscitation 
(OSCAR) – non-
technical skills 
Salas, Sims and 
Burke (2005) 
Core components of 
teamwork 
Guise et al. (2008) Clinical teamwork 
scale 
Clancy and 
Tornberg (2007) 
TeamSTEPPS: Teamwork 
competencies program 
Baumann and 
Kolotylo (2009) 
The 
Professionalism 
and 
Environmental 
Factors in the 
Workplace 
Questionnaire 
Bainbridge et al. 
(2010) 
Competencies for 
interprofessional 
collaboration 
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Domain Elements Instruments informing elements of the 
domain 
Additional key sources informing elements of 
the domain 
Reference Instrument Reference Article 
 Ownership/accountabilit
y/role responsibility 
 Mutual performance 
monitoring 
 Emotional intelligence 
 Life-long learning  
 Reflective practice 
 
Kalisch, Lee and 
Salas (2010) 
Nursing Teamwork 
Survey 
Gordon, Darbyshire 
and Baker 
(2012) 
Systematic review of non-
technical skills training to 
enhance patient safety:  
 
Keebler et al. (2014) TeamSTEPPS 
Teamwork 
Perceptions 
Questionnaire (T-
TPQ) 
  
Orchard et al. (2012) Interprofessional 
Team 
Collaboration 
Scale (AITCS) 
  
Sigalet et al. (2013) KidSIM Team 
Performance 
Scale 
  
Clinical 
Leadership and 
Governance 
 Initiation, monitoring 
and participation in 
quality improvement 
strategies 
 Unit based/direct care 
strategic leadership 
 Mobilising others  
 Mentorship 
 Research activity 
 Professional 
development  
 Systems knowledge 
 Supervision and 
education of other HPs 
Patrick et al. (2011) Clinical leadership 
survey 
Mannix, Wiles and 
Daly (2013) 
An integrative review of 
attributes of clinical 
leadership in contemporary 
nursing  
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2.2. Discussion 
 
This is the first conceptual model developed to specifically address 
domains of quality in terms of nurses’ roles and responsibilities for healthcare 
quality. As such, this work makes a significant contribution to the theoretical 
understanding of nurses’ roles and responsibilities across the broad domains 
of healthcare quality.  
The conceptual model presented in this chapter has been developed 
from (a) a synthesis of peer-reviewed literature about quality domains 
relevant to nurses’ roles and responsibilities, (b) national and international 
frameworks, strategies and policies for quality and safety in healthcare, (c) 
health professionals’ safety and quality curricula and expected competencies, 
and (d) professional nursing peak body performance standards. Elements to 
operationalise nurses’ responsibilities in the seven domains of the conceptual 
model were derived from these sources and from a review of 
psychometrically validated instruments designed to measure nurses’ 
competencies in the quality domains of the conceptual model.  
The model provides the theoretical framework for the development of 
an instrument to measure nurses’ perceptions of their responsibilities in 
healthcare quality. In this study, the instrument is used to address the second 
research aim (Chapter 1, Section 1.5). Developing a valid and reliable 
instrument that address all of the domains within the model is expected to 
enable identification of potential gaps between critical care nurses’ beliefs 
and national, professional and organisational expectations of nurses’ 
responsibilities.  
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2.3. Conclusion 
 
A search of the literature did not identify a comprehensive conceptual 
model to capture nurses’ responsibilities in healthcare quality. A four-stage 
review identifying seven key domains of nurses’ roles and responsibilities in 
quality healthcare was described. These domains are: Management of the 
Environment; Promotion of Safety; Evidence Based Practice; Medical and 
Technical Competence; Person Centred Care; Positive Interpersonal 
Behaviours; and, Clinical Leadership and Governance. This conceptual 
model of nurses’ responsibilities for healthcare quality makes a contribution 
to the theory of quality in healthcare. The model is grounded in nurses’ scope 
of practice, regardless of practice context. It encompasses realistic, 
measurable, practice-based domains of quality that are both discipline 
specific and achievable, representing the broad responsibilities that nurses 
have for healthcare quality rather than limited to quality outcomes, measures, 
characteristics or competencies. The model informs the development of a 
survey instrument to explore postgraduate critical care students’ perceptions 
of their roles and responsibilities in healthcare quality to address the second 
research aim of this study.  
In this chapter, the research objectives for Aim 1 of the thesis were 
achieved by determining the domains of quality that encompass nurses’ 
professional responsibilities for high quality care and the elements of practice 
that describe nurses’ responsibilities for each domain of healthcare quality 
through a narrative review of the literature. In the following chapter, Chapter 
3, the research methods used to conduct this study are described.  
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Chapter 3: Methods 
 
The detailed description of the research methods and ethical 
considerations in the design, implementation and evaluation of this 
descriptive, longitudinal, mixed methods study is presented in nine major 
sections. The first section restates the research aims and introduces the 
specific research objectives. Sections 2 to 7 outline the research design, 
setting, sample and data collection procedures and the analysis processes. 
The ethical issues considered and how these were addressed are discussed 
in Section 8. In the final section, an overview of the remaining thesis structure 
is summarised to illustrate alignment with the aims of this research program. 
 
3.1 Research aims and objectives 
Aim 1: To develop the conceptual model of nurses’ roles and 
responsibilities in maintaining and improving the quality of healthcare. 
Research objectives: 
a) Determine through narrative synthesis of the literature the 
domains of quality that encompass nurses’ professional 
responsibilities for high quality care. 
b) Identify elements of practice that describe nurses’ 
responsibilities within each domain of healthcare quality 
through a review of validated instruments used to measure 
nurse competence in the different domains. 
The process for developing the conceptual model for nurses’ 
responsibilities in healthcare quality was described in Chapter 2 and fulfils 
the first aim of the study.  
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Aim 2: To develop a valid, reliable survey instrument to measure 
nurses’ perceptions of their responsibilities across all the domains of 
healthcare quality.  
Research objectives2: 
c) Demonstrate ‘content’ evidence validity through the 
development and selection of survey items informed by the 
literature derived conceptual model, and by establishing face 
validity. 
d) Demonstrate ‘internal structure’ evidence validity by pilot testing 
(reliability, internal consistency and item reduction) and 
structural equation modelling (factorial validity and internal 
consistency). 
e) Demonstrate ‘relations to other variables’ evidence validity by 
exploring concurrent validity of the survey with similar 
constructs in three other instruments. 
f) Demonstrate reliability of the survey through pilot testing and 
test/retest measurement.  
                                            
 
2 The language used in these objectives reflects the approach taken to test 
the psychometrics of the survey instrument. The Standards for Educational and 
Psychological Testing (Joint Committee on Standards for Educational and 
Psychological Testing, 2014) provided the framework to test the instrument and 
demonstrate evidence of validity and reliability. This process is outlined in this 
chapter, section 3.6. The development and testing of the survey is described in 
detail in Chapter 4.  
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g) Examine if the survey is sensitive to change in nurses’ 
perceptions of their responsibilities for healthcare quality. 
 
Aim 3: To explore intrinsic and extrinsic factors that provide a context 
for understanding nurses’ perceptions of their roles and responsibilities for 
healthcare quality.  
 
h) Explore how nurses describe healthcare quality and what they 
recognise as relevant to their role. 
i) Explore nurse perceived barriers to achieving role expectations 
in healthcare quality.  
j) Identify how nurses’ understanding of healthcare quality maps 
to the domains articulated in the literature derived conceptual 
model.  
k) Describe nurses’ course aims/motivations and expectations at 
commencement of a postgraduate critical care course. 
l) Measure nurses’ learning readiness using the Self-Directed 
Learning Readiness for Nurse Education scale.  
m) Measure nurses’ confidence in what they know and understand 
about patient safety using the Health Professional Education in 
Patient Safety Survey. 
n) Measure nurses’ beliefs about the importance of patient and 
family-centred care practices using the Patient and Family-
Centered Adult Intensive Care: A Self-Assessment Inventory.  
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o) Measure nurses’ perceptions of the safety cultures within their 
own practice environments using the Safety Attitudes 
Questionnaire. 
p) Measure nurses’ perceptions of patient and family-centred care 
practices within their own practice environments using the 
Patient and Family-Centered Adult Intensive Care: A Self-
Assessment Inventory.  
3.2 Research Design 
 
To address the research aims, the study employed a descriptive, 
longitudinal, concurrent mixed method design situated within a single 
institution case study. Using both quantitative and qualitative methods, four 
cohorts of students were studied over four years between 2013 and 2016. 
Data collection included survey methods and focus groups. Survey and focus 
group data were collected using repeated measures to study post-registration 
nurses at point of entry to a tertiary postgraduate critical care course (Point 1) 
and again seven months later when they completed the academic 
component of the course (Point 2). In addition, an entry survey of students’ 
personal aims for undertaking the course, their motivations and expectations 
was administered at Point 1. The study was conducted in two phases: Phase 
1, the Pilot study and Phase 2, the Cohort study. The study design is 
summarised in Figure 3.1. 
Phase 1, the Pilot Study, was conducted with students in the 2014 
cohort and was designed to: 1) analyse the psychometric properties of the 
researcher-developed instrument, the Nurses’ Responsibilities in Healthcare 
Quality Questionnaire (N-RiHQQ), that emerged from the domains and 
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elements of the conceptual model outlined in Chapter 2; 2) evaluate the 
feasibility of a repeated measures design in this student cohort by examining 
Point 1 and Point 2 recruitment and response rates; and 3) calculate the 
sample size required for Phase 2.   
Phase 2, the Cohort Study, involved data derived from the four cohorts 
of students enrolled between 2013 and 2016. This phase was designed: 1) to 
further test and analyse the psychometric properties of the N-RiHQQ using 
Point 1 data derived from 2015 and 2016 cohorts, i.e. after the pilot phase; 2) 
to make meaningful comparisons between Point 1 (entry) and Point 2 (exit) in 
2015 and 2016 cohorts; and 3) analyse intrinsic and extrinsic factors that 
may be associated with development of students’ role perceptions 
commensurate with Aim 3. This involved administration of a composite 
survey, which included the modified N-RiHQQ survey and additional surveys. 
Focus group data were collected in 2014 and 2015 at Points 1 and 2. Entry 
data were collected every year for four years.  
Students were enrolled in four graduate certificate level units, nested 
within a Master of Nursing Practice degree at Deakin University. Four 
courses were offered: Intensive care; Cardiac care; Emergency care, and 
Critical care. For ease, the courses are referred to as the critical care suite of 
courses. No alterations were made to the existing curriculum, which was 
based on national and international critical care performance standards 
(ACCCN, 2002; 2006, 2015; CENA, 2013; WFCCN, 2005) and integrated the 
development of quality and safety competencies throughout all course units 
(AACN QSEN Education Consortium, 2012; ACSQHC, 2005; Cronenwett et 
al., 2007; Frank & Brien, 2008; IHI, 1998; IOM, 2003; WHO Core Team, 
2011).   
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Figure 3.1  Study design   
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3.2.1 Rationale for the study design. 
3.2.1.1 Case study. 
To meet the research aims, it was considered necessary to conduct 
the research with a sample of students who were participating in a 
postgraduate program that met national and international health professional 
education standards for curricula underpinned by quality and safety principles 
(see section 3.3.2). A single (one institution) case study approach is an 
appropriate methodology for a systematic inquiry into the phenomenon of 
interest because the research attempted to understand, as much as possible, 
the area in focus over a period of time (Richardson-Tench, Taylor, Kermode, 
& Roberts, 2011b) and to fully explore a ‘real life’ contemporary context 
(Nagy, Mills, Waters, & Birks, 2010; Yin, 2014). Fitzgerald (1999) notes that 
case study methodology is appropriate where the field of enquiry is novel and 
when there is minimal or no foundation of previous research evidence. Case 
studies are also an appropriate methodology in complex contexts, where 
there may be multiple influencing variables (Fitzgerald, 1999; Yin, 2014). In 
these situations, it is difficult to isolate variables. In this study, different 
learning readiness, personal course aims, clinical environments, perceptions 
of safety competence, and understanding of quality healthcare were 
expected to be among the factors that influence students’ knowledge, skills 
and attitudes toward quality healthcare delivery and their perceptions of their 
roles and responsibilities. When using a case study design, the emphasis is 
on the description of the phenomenon however patterns or trends may 
emerge and possible links between variables can be observed (Parahoo, 
2006). While it was not the intention to generalise the specific findings 
beyond the case study, it was expected that the understandings generated 
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will have relevance for the wider postgraduate specialist nursing education 
community. 
The postgraduate critical care suite of courses at Deakin University 
was the ideal case as it was very familiar to the student researcher, including 
the teaching and learning strategies designed to specifically develop safety 
and quality knowledge, skills and attitudes, and the assessment processes 
that measured development of these outcomes. Limited research evidence 
was located about the development of safety and quality competencies in 
nursing students undertaking postgraduate specialist education, what 
domains of quality are subject to change, or how we can examine these 
concepts and what to measure. Using a case study approach allowed a deep 
exploration of new students’ entry understandings and how they developed 
over time to the point of exiting the course, and which domains were subject 
to change within the context of a curriculum designed and operationalised to 
develop students’ quality and safety knowledge, skills and attitudes, in 
addition to specialty specific knowledge and skills.  
A case study approach also enabled a detailed examination of several 
cohorts of postgraduate nursing students experiencing the same 
phenomenon (undertaking post graduate specialty critical care education at 
one university site where the curriculum did not change). Including 
participants from other postgraduate specialty programs would have 
introduced potential confounders as we had limited knowledge of other 
curricula and no capacity to maintain a stable program (in terms of staff and 
course content) over the course of the four years required to conduct this 
study. The approach selected built the sample beyond one cohort to support 
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a representative view of the population of students who undertook the 
postgraduate course at Deakin University. Data were collected over a period 
of four years, during which time there were no substantive changes for 
student entry criteria, course curriculum, teaching staff or clinical partners. In 
summary, case study methods were used as the methodological framework 
because the student researcher was seeking to investigate nurses’ perceived 
roles and responsibilities for healthcare quality within the context of a 
particular program that sought to further develop perceptions and skills, 
therefore the investigation had contextual conditions that were pertinent to 
the investigation (Yin, 2014). 
3.2.1.2 Concurrent mixed methods design 
In concurrent mixed methods designs, qualitative and quantitative 
methods are used at the same time, but independently of each other. Also 
known as ‘mixed method simultaneous design’ (Morse & Niehaus, 2009), the 
purpose of adopting a concurrent design in this study was to increase the 
depth and breadth of understanding of the phenomenon by exploring it using 
different methods and paradigms (‘initiation’), and to seek elaboration, or 
clarification of the results from one method with the data collected from the 
other method (‘complementarity’) (Borbasi, Jackson, & Langford, 2008). 
While the primary aim of the study related to instrument development and 
measuring perceptions of roles, (the dominant method), the concurrent 
nested or embedded design enabled a broader and deeper exploration of the 
research problem (Creswell & Plano Clark, 2011; Tashakkori & Teddlie, 
2003), in particular, nurses’ understanding of healthcare quality. In this 
design, the embedded method (focus groups), addressed some different 
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questions and sought further information about the phenomenon under study. 
The data sets were first analysed separately, then integrated in the final 
analysis or interpretation stage (Richardson-Tench, Taylor, Kermode, & 
Roberts, 2011a). Nagy et al. (2010) suggest that mixed methods research 
increases flexibility and strength of design and that “the theoretical and 
philosophical perspectives of different methodologies broaden the scope for 
greater insight into interpretation of research questions and study results” 
(pg. 35).  
3.2.2 Lens views 
 
The research questions were viewed through multiple ‘lenses’ that 
reflect the research purpose, aims and objectives. The lenses provided 
perspectives on the phenomenon from different views or angles and helped 
build a comprehensive picture of the impact of participation in a postgraduate 
specialist program on nurses’ understanding of their roles in healthcare 
quality and safety (the phenomenon of interest). These lenses were: a) 
students’ learning readiness, b) personal course aims/motivations and 
expectations, c) student reported quality and safety practices in their clinical 
practice environments, and d) students’ knowledge, self-reported skills, and 
attitudes toward healthcare quality and safety (Figure 3.2). Development of 
students’ perceptions of their roles in healthcare quality as individuals and 
members of healthcare teams may be influenced by factors or variables 
unrelated to course participation (lens views a - d), which is why these lens 
views were important. There was no intention to model the relationships 
between these lens views beyond identifying and acknowledging them as 
potential influences. These descriptions will support future research.  
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Figure 3.2  The lens views exploring intrinsic and extrinsic factors that 
provide a context for understanding nurses’ perceptions of their roles and 
responsibilities for healthcare quality 
3.3 Setting 
3.3.1 Context. 
The setting for the study was Deakin University, Burwood campus, 
Victoria, Australia. At Deakin University, registered nurses completed 
postgraduate certificate level core units in the critical care suite of courses, 
nested within the Master of Nursing Practice. Students could exit with the 
four core graduate certificate units specific to their chosen specialty after one 
academic year of study (the core requirement for a critical care qualification) 
or after a further four units with a graduate diploma. Others completed 12 
units for a master degree.  
Enrolled students needed to be employed in an appropriate critical 
care area for a minimum of 24 hours a week for the duration of the course 
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(52 weeks). Students engaged in a combination of teaching modes and 
methods including face to face, Team-Based Learning (Michaelsen, 
Parmelee, McMahon, & Levine, 2008), Cloud (online) based learning, and 
clinical practice. There was a compulsory face to face four-day intensive in 
February each year. Students then attended university for approximately 
seven hours, once a week for eight weeks for each of trimester one and two 
(March to October), either in person (local students) or via videoconference. 
They were expected to commit an additional 13 hours (minimum) a week, in 
addition to clinical practice, to meet the intended learning outcomes of the 
course. In 2013 to 2016, 30 healthcare agencies partnered with Deakin 
University to deliver the Graduate Certificate courses with students coming 
from 44 different practice units (21 ICU/Critical care units; 13 
Cardiac/Coronary care units; 10 Emergency departments). 
3.3.2 Embedding development of quality and safety domains 
into course curriculum and learning outcomes.  
The curriculum for all Graduate Certificate courses in the critical care 
suite was guided by the requirements of the Australian Qualifications 
Framework, health professionals’ education frameworks, teaching and 
learning philosophies and strategies, professional and practice expectations 
of critical care nursing organisations, and national health quality and safety 
priorities. The following discussion addresses each of these frameworks as 
background to the course and to illustrate the ways quality and safety priority 
areas, and knowledge, skills and professional behaviours required for 
healthcare quality and safety, were embedded in the curriculum. A table with 
details of the synergy between the Deakin Graduate Learning Outcomes, the 
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AQF standards, the professional practice standards, and the course learning 
outcomes for one of the courses, the Graduate Certificate of Nursing Practice 
(Intensive Care), is provided in Appendix E. Examples of the teaching, 
learning and assessment strategies used to achieve these outcomes are 
provided in Appendix F. 
3.3.2.1 Australian qualifications, university and course graduate 
outcomes and health professionals’ education 
frameworks. 
The curriculum met the requirements of the Australian Qualifications 
Framework that governed postgraduate programs in Australia (Ministerial 
Council for Tertiary Education and Employment, 2013). Specifically, this 
meant that students needed to meet AQF level 8 criteria whereby graduates 
have advanced knowledge (theoretical and technical) and skills (cognitive, 
technical and communication) for professional or highly skilled work. 
Students should be able to apply this acquired knowledge and skill as 
practitioners demonstrating autonomy, well-developed judgment, adaptability 
and responsibility in a specialised context (Ministerial Council for Tertiary 
Education and Employment, 2013). The course curriculum was underpinned 
by international (WHO Core Team, 2011) and national (ACSQHC, 2005) 
frameworks for the education of health professionals for patient safety. An 
understanding of the knowledge, skills and behaviours needed for safe and 
high quality care informed the teaching and learning activities within the 
course. Finally, Deakin University graduate learning outcomes (GLOs), 
(Deakin University, n.d.) and course and unit outcomes were embedded in 
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the curriculum. Graduates were expected to develop these outcomes as a 
result of participation in the course (see Appendix F).  
3.3.2.2 Teaching, learning and assessment philosophy and 
approaches. 
All course teaching and learning activities were guided by the learning 
philosophies of adult learning (Knowles, 1984) and social construction 
(Vygotsky, 1986). Students were required to be self-directed in their learning 
however, a framework for required knowledge, skill and behaviours was 
explicit. The educational strategies of constructive alignment and backwards 
design underpinned the curriculum (Biggs & Tang, 2011; Wiggins & McTighe, 
2012), in which intended learning outcomes were clearly articulated and 
teaching and learning activities were designed to achieve these specified 
outcomes.  
The philosophical underpinnings of the course were that students are 
considered colleagues in the profession and course staff were expected to be 
committed to open, honest and supportive relationships with students, clinical 
educators and one another. This required that mutual respect and courtesy 
underpinned all communication, honest feedback was sought and responded 
to, and genuine efforts were made to help develop professional identity and 
behaviours. A wide range of guest lecturers were employed to expose 
students to professional role models, expanded scopes of practice and the 
systems and processes underpinning healthcare delivery. 
Team-Based Learning (TBL) (Michaelsen et al., 2008) was a core 
educational strategy within the curriculum. Team-Based Learning enhances 
learning through ensuring class time is spent applying knowledge, rather than 
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delivering content. Team-Based Learning uses instructional principles that 
maximise student preparation and participation, which in turn fosters high 
levels of team performance. Students are held accountable for their own 
learning before and during class, spend class time applying newly acquired 
knowledge to real clinical problems, and develop team and communication 
skills through the creation of essentially self-managed high performing teams 
(Kelly et al., 2005; Michaelsen et al., 2008; Michaelsen & Sweet, 2011). This 
teaching strategy has been used widely in the education of health 
professionals, for example, in medicine (Haidet & Fecile, 2006; Kelly et al., 
2005; Levine, Kelly, Karakoc, & Haidet, 2007; Thompson et al., 2007) and 
nursing (Bouterie Harmon & Hills, 2015; Clark, Nguyen, Bray, & Levine, 
2008; Considine, Payne, Williamson, & Currey, 2013; Della Ratta, 2015; 
Feingold et al., 2008; Mennenga, 2013; Morris, 2016b; Park, Kim, Park, & 
Park, 2015; Roh, Lee, & Choi, 2015). Team-Based Learning engages 
learners, and produces improved student learning outcomes including 
enhanced critical thinking, problem solving, clinical decision making skills and 
professional communication and team behaviours (Chung, Rhee, Baik, & Oh-
Sun, 2009; Gallegos & Peeters, 2011; Koles, Stolfi, Borges, Nelson, & 
Parmelee, 2010; Levine et al., 2004; Michaelsen et al., 2008; Morris, 2016a; 
Nieder, Parmelee, Stolfi, & Hudes, 2005; Park et al., 2015; Thomas & Bowen, 
2011; Thompson et al., 2007; Vasan, DeFouw, & Holland, 2008; Zgheib, 
Simaan, & Sabra, 2010). Using TBL as a core teaching and learning strategy 
accelerates mastery of essential professional attributes required in the 
clinical environment to improve the safety and quality of healthcare. 
Several studies exploring the outcomes of TBL have been conducted 
within the postgraduate critical care program at Deakin University. The first 
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showed higher student engagement and satisfaction with learning in TBL 
classes compared to didactic teaching (Currey, Oldland, Considine, Glanville, 
& Story, 2015). Another study found students attributed TBL to accelerated 
professional growth expressed as deeper understanding of critical care 
concepts, and improved clinical reasoning and oral skills to defend practice 
decisions (Currey, Eustace, et al., 2015). A third study explored clinical 
practice based educators’ perceptions of students’ clinical performance as a 
result of TBL. They attributed to TBL students’ increased capacity to critically 
analyse complex clinical information and provide rationales for care. Further, 
they observed a willingness and capacity to advocate for patients within the 
multidisciplinary health care team, and accelerated teaching behaviours in 
the clinical environment (Oldland, Currey, Glanville, & Considine, 2012).  
A fourth study explored student reflections on their learning style, team 
behaviours and clinical performance as a result of participation in TBL 
(Oldland, Allen, Considine, & Currey, 2017).  Thematic analysis of the 
students’ reflections revealed three themes: Deep Learning, the adaptations 
students made to their learning style that resulted in mastery of specialist 
knowledge; Confidence, in knowledge, problem solving and rationales for 
practice decisions; and Professional and Clinical Behaviours, including 
positive changes in their interactions with colleagues and patients in the 
clinical setting, described as patient advocacy, multidisciplinary 
communication skills and peer mentorship. These study findings contribute to 
the growing research about TBL’s role in student acquisition of desired 
knowledge and behaviours for healthcare quality and safety, in particular, for 
several of the domains identified in this study’s conceptual framework 
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(Medical/Technical Competence, Evidence Based Practice, Positive 
Interpersonal Behaviours, and Clinical Leadership and Governance). 
3.3.2.3 Professional and practice expectations. 
The professional and practice expectations for critical care nurses are 
determined by the relevant professional bodies: the World Federation of 
Critical Care Nurses (2005), the ACCCN (2002, 2006, 2015, 2016) and the 
CENA (2013). Clinically, hospital educators assessed students in their 
practice domain by using a Clinical Performance Appraisal tool based on 
ACCCN’s competency standards for specialist critical care nurses (2002)3 or 
CENA practice standards for emergency nurses (2013) as these articulate 
the expected knowledge, skills and attitudes desired by employers of 
specialist critical care nurses. Clinical assessment included some mandatory 
and some optional specialty skill assessments, and competency in the 
ACCCN clinical competency domains (enabling, clinical problem solving, 
professional practice, reflective practice, teamwork and leadership) (ACCCN, 
2002) or the CENA clinical competency domains (clinical expertise, 
communication, teamwork, resources and environment, professional 
development, leadership, legal, professional ethics, and research and quality 
improvement) (2013). 
                                            
 
3 At the time of the study, students were assessed using the 2002 
Competency Standards. These were revised in 2015 and used in the 
program from 2017.  
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3.3.2.4 Health quality and safety priorities.  
National health goals, strategies and priorities for quality and safety in 
health care (ACSQHC, 2010, 2012a, 2012b) are embedded in the curriculum. 
As hospitals are measured and accredited against these standards, it is vital 
that health professionals are cognisant of their roles and responsibilities in 
meeting these standards. Accordingly, teaching and learning activities 
promote and assess mastery of these health quality and safety priorities. In 
addition to clinical and examination assessment, topics used in the various 
assessments are based on these health priorities to reduce risk in health 
care. Additionally, tasks set for assessments are designed to develop 
behaviours needed for improvement in health care quality and safety. For 
example, critique of evidence in a literature review, development of 
procedural policies, and peer evaluation and feedback. Examples of how 
specific health quality and safety practice and education priorities are taught 
and assessed in the course are provided in Appendix F. 
In summary, the post graduate critical care suite of courses at Deakin 
University are underpinned by educational and health professional 
frameworks that guide the breadth and depth of the core knowledge, skills 
and attitudes that graduates of our programs achieve. Teaching and learning 
activities are designed to prepare students for critical care practice, but also 
to extend and advance their understanding of their responsibilities across the 
domains of healthcare quality. The Deakin course meets international and 
national expectations for incorporation of safety and quality competencies in 
health professionals’ education. This makes the course an appropriate case 
study for exploring nurse perceptions of their roles and responsibilities in 
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healthcare quality and safety, and whether enrolment in a postgraduate 
specialist education program impacts on these perceptions.  
3.3.3 Reflexivity and researcher bias 
Reflexivity is “the continuous process of reflection by researchers of 
how their own values, perceptions, behaviour or presence, and those of the 
respondents can affect the date they collect” (Parahoo, 2006. p.472). It was 
important that the student researcher was reflexive and took steps to 
minimise the risk of researcher bias in research design, data collection and 
analysis, and discussion of findings.  Participants in this study were 
students enrolled in a postgraduate program of study in which the student 
researcher was a nurse and one of the course lecturers teaching into the 
program.  As a critical care nurse, the student researcher came to the study 
with an understanding of the profession, critical care contexts and that 
nurses have particular roles and responsibilities in the healthcare quality 
and safety. As discussed in Section 3.3.2, the curriculum was structured to 
support the development of students’ core safety and quality attitudes and 
competencies, thus there was some expectation that students would 
demonstrate growth in these areas. 
Steps taken to optimise research rigour and the validity, reliability and 
trustworthiness of the findings of this study are addressed in this chapter, 
particularly in Section 3.7.3.1, ‘Trustworthiness of the findings’.  In addition, 
the use of mixed methods to triangulate data, and careful and regular input 
and feedback on each stage of the research process by the student 
researcher’s supervisors, were steps taken to ensure rigour in the research 
process. 
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3.4 Phase 1: The Pilot Study 
3.4.1 Sample.  
The target sample for the pilot study was the entire cohort of students 
enrolled in the core Graduate Certificate level units (first year of enrolment) of 
the Master of Nursing Practice (Specialty streams: Intensive care, Cardiac 
care, Emergency care, Critical care) at Deakin University in 2014 (N=115). All 
students enrolled in the Master of Nursing Practice who were enrolled in the 
relevant specialty units were invited to participate in the study (census 
sampling). There were no exclusion criteria. 
3.4.2 Recruitment strategies and procedures. 
The recruitment strategy was designed to ensure that a large 
proportion of students completed the questionnaire in order to reduce 
recruitment bias and ensure that there was a representative sample of 
students in each cohort. In addition, in order to obtain optimal precision and 
power in comparative analyses between data collected at Points 1 and 2, the 
aim was to receive matched responses from 60% or more students in each 
cohort in Phase 2, therefore establishing effective recruitment strategies was 
fundamental to the design of this study. 
3.4.2.1 To achieve optimal participation. 
One of the key imperatives for the success of this study design was 
student participation. The following recruitment strategies were implemented 
in Phase 1: 
 Written, electronic and face to face information about the study; 
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 Hard copy questionnaires were posted to students who attend class 
via videoconference, with researcher addressed and stamped 
envelopes for return; 
 Provision of lunch for those completing the questionnaire on campus; 
 Scheduling of questionnaire data collection sessions on a usual 
university attendance day during university class time;  
 Reminder emails to encourage participation; 
 Offering participants the opportunity to win one of two $100 gift 
vouchers to encourage participation at each time point; 
 For each data collection episode, participants could elect to return 
their data to a collection box placed in the classroom or via 
researcher-addressed postage paid envelopes to allow further time for 
consideration and participation.  
3.4.2.2 To achieve voluntary participation. 
Participants were students enrolled in the Master of Nursing Practice 
at Deakin University and the student researcher was one of the course 
lecturers delivering the program. This posed a potential risk that students 
may feel pressured to take part because of the unequal relationship between 
the student researcher and the study participants. To reduce this risk, the 
following strategies were in place.  
 An explanation by the student researcher that students were under no 
obligation to participate and that non-participation would not be known 
and in no way affect their course progression, results or relationship 
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with the teaching or research team (student researcher, research 
assistant, and PhD supervisors); 
 Students were not individually approached to participate; 
 Questionnaires were distributed and supervised in class by a member 
of the research team who had no teaching or assessment 
responsibilities in the course; 
 Consenting participants were asked not to record their name but 
rather to use a self-developed code to assure anonymity but allow the 
researchers to link data from the two data collection points. 
 For each data collection episode, participants could elect to return 
their anonymously completed survey to a collection box placed in the 
classroom or via researcher-addressed postage paid envelopes to 
allow further anonymity and opportunity to not participate. 
3.4.3 Data collection tools. 
Data collection for Phase 1 involved a self-completed survey. The 
survey components relevant to Phase 1 consisted of:  
 Demographic characteristics including duration of nursing and critical 
care experience, hospital employment and specialty course enrolment. 
The categories of demographic information collected for this study are 
presented in Appendix G in the composite questionnaire.   
 Nurses’ Responsibilities in Healthcare Quality Questionnaire (N-
RiHQQ), developed specifically for this research to explore nurses’ 
perceptions of their responsibilities in healthcare quality. The 
questionnaire consisted of 96 items requiring Likert scale responses. 
The full description of the structure, items and response options for the 
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version of the N-RiHQQ tested in Phase 1 are outlined in full in 
Chapter 4. The framework for developing and testing the N-RiHQQ is 
described in Section 3.6 of this chapter.  
In order to ensure that the N-RiHQQ was tested within the context in 
which it was to be used in Phase 2, all additional measures included in the 
composite survey used in Phase 2 (and described in section 3.5.3) were 
administered. This was also useful in evaluating the feasibility of achieving 
repeated measures goals in Phase 2 given the size of the survey. 
3.5 Phase 2: The Cohort Study 
3.5.1 Sample. 
The target sample for the cohort study were the entire cohort of 
students enrolled in the core Graduate Certificate level units (first year of 
enrolment) of the Master of Nursing Practice (Specialty streams: Intensive 
care, Cardiac care, Emergency care, Critical care) at Deakin University in 
2013, 2014, 2015 and 2016 (Total N = 420). All students enrolled in the 
Master of Nursing Practice who were enrolled in the relevant specialty units 
were invited to participate in the study (census sampling). There were no 
exclusion criteria. 
3.5.2 Recruitment strategies. 
To maximise recruitment to the study for Points 1 and 2 of the cohort 
study, all recruitment strategies implemented in Phase 1 were used in Phase 
2. In addition: 
 Students were informed that those who completed the questionnaire 
(and placed their name in the box for the prize draw to enable 
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identification for postage) would receive a letter from the Director of 
Postgraduate Studies acknowledging their participation in a research 
program. Participation in research is a registered nurse standard of 
practice (NMBA, 2016). All nurses may be called upon to illustrate 
currency and standard of professional practice so it was hoped that 
documented evidence of involvement in a research project would act 
as an additional encouragement to participate. 
 Scheduling of focus group sessions in meeting rooms at Deakin 
University on a normal university attendance day before usual classes 
commenced, in person or via videoconference. 
 Focus groups were facilitated and led by research supervisors and 
research assistants who had no teaching or assessment 
responsibilities in the course. 
3.5.3 Data collection tools 
The composite survey administered in Phase 2 comprised a suite of 
instruments including two instruments developed by the student researcher 
(one to explore participants’ course aims/motivations and desired course 
outcomes, and the modified N-RiHQQ), three existing validated instruments 
(learning readiness, perceptions of safety competence, and perceptions of 
workplace safety climate); and selected items from an existing inventory 
exploring personal preferences for and perceptions of workplace person-
centred care practices. Demographic characteristics were also collected as in 
Phase 1. 
The survey consisted of seven sections:  
1. Demographic characteristics (described in Phase 1); 
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2. Student course aims/motivations, course outcome expectations, and 
beliefs about attributes for health care quality (referred to as ‘Entry 
survey written responses’ and administered at the commencement of 
the course, Point 1).  
The remaining sections are referred to as the ‘Composite survey’. 
3. Self-Directed Learning Readiness Scale for Nursing Education 
(SDLRSNE) (Fisher et al., 2001) 
4. The Nurses’ Responsibilities in Healthcare Quality Questionnaire (N-
RiHQQ) developed and tested in Phase 1 to explore nurses’ 
perceptions of their responsibilities in healthcare quality). The modified 
N-RiHQQ is described in detail in Chapter 4; 
5. Health Professional Education in Patient Safety Survey (H-PEPPS) 
(Ginsburg et al., 2012); 
6. Safety Attitudes Questionnaire (SAQ)  (Sexton et al., 2006); and  
7. Selected items from the Patient and Family-Centered Care Adult 
Intensive Care: A Self-Assessment Inventory (PFCC Inventory) 
(Institute for Patient and Family-Centered Care, 2008). 
Table 3.1 summarises the lens views adopted for this study and the 
instrument or data collection method selected to gather data to address the 
research objectives. The years in which data were collected and the total 
population of students enrolled in the course from which the samples were 
derived, is also presented for each instrument. Below the table, an 
explanation and rationale for each research tool or method is provided. 
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Table 3.1  Instruments and data collection methods to explore the research questions determined by the lens views of the 
study  
Lens view to explore the 
research problem 
Tool or data collection 
method   
Number of items Year of 
study 
Total 
student 
enrolment 
by year 
Total 
enrolments 
over 4 years 
1. Personal 
aims/motivations, 
outcome expectations 
and expected experience 
in undertaking 
postgraduate critical care 
study  
 Entry survey written 
responses  
5 open-ended 
questions 
 
2013a 
2014 
2015 
2016 
121 
115 
90 
94 
 
 
 
 
420 
2. Readiness to learn 
(Personal, behavioural 
and social factors) 
 Self-directed Learning 
Readiness scale for 
Nursing Education 
(SDLRNE) 
40 items 2014 
2015 
2016 
115 
90 
94 
 
 
 
299 
3. Nurses’ perceptions of 
quality and safety 
practices in their clinical 
environments  
 Safety Attitudes 
Questionnaire (SAQ) 
Pilot – 63 item 
version 
Cohort – 30 item 
version 
2014 
2015 
2016 
115 
90 
94 
 
 Patient and Family-
Centered Care - Part A 
50 items   
299 
4. Nurses’ beliefs about 
quality in healthcare, 
perceptions of their 
responsibilities and skills 
for healthcare quality, 
and understanding of 
patient safety issues 
 Open-ended question 
exploring student beliefs 
about desirable traits for 
healthcare quality  
1 open-ended 
question 
2014 
2015 
2016 
115 
90 
94 
 
 Nurses’ Responsibilities in 
Healthcare Quality 
Questionnaire (N-RiHQQ) 
Pilot - 96 items  
Cohort – 63 items 
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Lens view to explore the 
research problem 
Tool or data collection 
method   
Number of items Year of 
study 
Total 
student 
enrolment 
by year 
Total 
enrolments 
over 4 years 
  Health Professionals 
Education in Patient Safety 
Survey (H-PEPPS) 
 Patient and Family Centred 
Care - Part B 
23 items plus 3 
researcher 
developed items 
 
50 items 
   
 Focus groupsb Point 1: 6 open-
ended questions 
Point 2: 17 open-
ended questions 
  
299 
a In 2013, Entry questionnaire written responses included questions 1, 2 and 5 (course aims, expected learnings and expected course 
experience); b Focus groups were conducted in 2014 and 2015 
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3.5.3.1 Entry survey written responses  
The written response survey consisted of five open-ended questions 
(Table 3.2). Questions 1, 2, 3, and 5 explored course motivations, learning 
aims and expected course outcomes and experience. Each question took a 
different angle to explore the phenomena under study and was designed to 
elicit a breadth of information that could be combined for analysis to build a 
picture of what students believed was important for graduates of the course. 
Question 4 explored students’ perceptions of the characteristics or traits of a 
critical care nurse who delivers high quality care, complementing the data 
collected in the focus groups.  
Table 0.2  Point 1 entry questionnaire 
1.  What are your reasons for doing the course?  
2.  What do you hope to learn?  
3.  Describe the skills and knowledge you believe a student of a 
critical care course should have developed by the end of the 
course.  
4.  Characteristics commonly used to describe a critical care nurse 
who delivers high quality care are ‘knowledgeable’, ‘skilled’, 
‘confident’ and ‘experienced’. What other characteristics do you 
believe are necessary for high quality care? 
5.  What do you expect to experience this year in terms of your 
learning and professional growth? 
 
Questions 1, 2, and 5 were asked in 2013-2016. In 2014-2016, 
questions 3 and 4 were added for a deeper exploration of nurses’ course 
expectations and perceptions of nurses’ roles in providing quality healthcare. 
Chapter 3:  Methods 
91 
3.5.3.2 Self-Directed Learning Readiness Scale for Nursing 
Education (SDLRSNE)  
It is possible that poor learning readiness may be associated with 
perceptions of responsibilities for healthcare quality, hence, readiness to 
learn and ownership of the behaviours required to be a successful learner 
were considered of interest to the study aims. The Self-Directed Learning 
Readiness Scale for Nurse Education (SDLRSNE) (Fisher et al., 2001) was 
used. The SDLRNE was originally developed to allow teachers to match their 
instructional design (teaching methods) with students’ readiness for self-
directed learning.  
Fisher and colleagues piloted the tool with a sample of 210 
undergraduate nursing students. Factor analysis led to a final 40 items 
distributed across three underlying factors with Cronbach’s coefficient alpha 
as follows: total item pool (n = 40) 0.924; Self-management subscale (n = 13) 
0.857; Desire for Learning subscale (n = 12) 0.847; and the Self-control 
subscale (n = 15) 0.830. The Self-management scale explores issues related 
to self-discipline, for example, seeking out additional resources, information 
management, time management, and establishing effective study habits. The 
Desire for Learning subscale examines items related to intrinsic motivation, 
openness to challenges and ideas, and motivations for learning. Self-control 
examines the student’s ability to set personal goals, self-evaluate, and to be 
aware of their own limitations (Fisher & King, 2010; Fisher et al., 2001). Four 
items are negatively phrased. Participants are asked to indicate the degree 
each item reflects their own characteristics using a five-point Likert scale 
where a score of 1 indicates strongly disagree and a score of 5 indicates 
strongly agree. Results are reported as sample measures of central tendency 
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for the total scale score and for each subscale. Total scores of greater than 
150 (possible total score is 200) indicate readiness for self-directed learning 
(Fisher et al., 2001). 
The SDLRSNE scale has been used to study learning readiness of 
undergraduate nurses (El-Gilany & Abusaad, 2013; Fisher & King, 2010; 
Fisher et al., 2001; Gagnon, Gagnon, Desmartis, & Njoya, 2013; Kocaman, 
Dicle, & Ugur, 2009; Phillips, Turnbull, & He, 2015; Smedley, 2007; Yang & 
Jiang, 2014; Yuan, Williams, Fang, & Pang, 2012), postgraduate nurses 
(Fujino-Oyama, Maeda, Maru, & Tomoko, 2016), practicing clinical nurses 
(Malekian, Ghiyasvandian, Cheraghi, & Hassanzadeh, 2016), medical 
students (Abraham et al., 2011; Hendry & Ginns, 2009; Kar et al., 2014; 
Shankar et al., 2011), paramedical students (Williams & Brown, 2013), and 
pharmacy students (Deyo, Huynh, Rochester, Sturpe, & Kiser, 2011; Huynh 
et al., 2009). Several of these studies have reported the reliability and 
internal consistency of the SDLRNE survey. Multivariate analysis of the factor 
structure has demonstrated variable goodness of fit (Fisher & King, 2010; 
Fujino-Oyama et al., 2016; Hendry & Ginns, 2009; Smedley, 2007; Williams 
& Brown, 2013). Williams and Brown (2013) in their study of the self-directed 
learning readiness of undergraduate paramedical students, concluded that 
the best model fit was achieved with the 36-item and four-factor model 
described by Hendry and Ginns (2009). In 2010, Fisher et al. (2010) re-
examined the factor structure of the subscales in a sample of 227 
undergraduate nursing students and found support for the factorial validity of 
the tool with 11 items removed from the original 40. Despite this, the study 
authors recommend that the 40 item SDLRSNE be used to examine the 
stability of items across factors using multi-factor models in different samples. 
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As the scale has not been widely used in studies of postgraduate students, 
and on the recommendation of the authors of the tool, the full 40-item version 
was used for this study (Table 3.3). Permission was obtained from the 
authors to use the SDLRSNE (personal correspondence, March 10th 2014). 
 
Table 3.3  Items in the Self-Directed Learning Readiness Scale for Nursing 
Education 
Underlying 
factor/subscale 
Item 
Self-management  I am self-disciplined 
 I am disorganised 
 I set strict time frames 
 I have good management skills 
 I am methodical 
 I am systematic in my learning 
 I set specific times for my study 
 I prioritise my work 
 I can be trusted to pursue my own learning 
 I am confident in my ability to search out new information 
 I do not manage my time well 
 I solve problems using a plan 
 I prefer to plan my own learning 
Desire for 
Learning 
 I want to learn new information. 
 I enjoy learning new information 
 I have a need to learn  
 I enjoy a challenge 
 I do not enjoy studying 
 I critically evaluate new ideas 
 I learn from my mistakes 
 I need to know why 
 When presented with a problem I cannot resolve, I will ask 
for assistance 
 I like to gather the facts before I make a decision 
 I like to evaluate what I do 
 I am open to new ideas 
Self-control  I am responsible for my own decisions/actions 
 I am not in control of my own life 
 I have high personal standards 
 I prefer to set my own learning goals 
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 I evaluate my own performance 
 I am responsible 
 I am able to focus on a problem 
 I am aware of my own limitations 
 I can find out information for myself 
 I have high beliefs in my abilities 
 I prefer to set my own goals 
 I like to make decisions for myself 
 I am logical 
 I have high personal expectations 
 I prefer to set my own criteria on which to evaluate my 
performance 
 
3.5.3.3 Health Professional Education in Patient Safety Survey 
(H-PEPSS)  
Promotion of safety is identified as one of the key domains of nurses’ 
responsibilities for healthcare quality in the conceptual framework for this 
study. Understanding what nurses believe about their safety competence is 
important because it may influence perceptions of their roles and 
responsibilities for safe healthcare.  
One outcome of the need for greater patient safety content in health 
professional education programs has been the development of tools to 
examine the extent of patient safety knowledge among new graduates. 
However a systematic review of tools to assess safety competencies of 
health care professionals (Okuyama et al., 2011) concluded that no tool 
covered all the patient safety competency domains as identified in key patient 
safety literature (ACSQHC, 2005; Frank & Brien, 2008; IOM, 2003; Walton, 
Shaw, Barnet, & Ross, 2006; WHO Core Team, 2011). Okuyama et al., found 
that the domains of patient safety are not addressed evenly in any tool, 
particularly, the domains of ‘contributing to safety culture’, ‘optimizing human 
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and environmental factors’, and the sub domain of ‘recognizing, responding 
to, and disclosing adverse events’. The authors also concluded that limited 
psychometric analysis had been undertaken on most measurement tools.  
To address these two gaps in the literature, Ginsburg, Castel, 
Tregunno and Norton designed the Health Professionals Education in Patient 
Safety Survey (H-PEPSS) (2012). The H-PEPSS is a survey developed 
using patient safety competency frameworks (Frank & Brien, 2008; Walton et 
al., 2006; Walton et al., 2010) and designed to measure health professionals’ 
self-reported patient safety competence around the time of entry to practice. 
Participants are asked to respond to the stem “I feel confident in what I 
learned about…” from both classroom and clinical practice environments with 
items addressing the six dimensions of patient safety. The H-PEPSS focuses 
primarily on the socio-cultural aspects of patient safety including (1) Working 
in teams with other health professionals, (2) Communicating effectively, (3) 
Managing safety risks, (4) Understanding human and environmental factors, 
(5) Recognising, responding to and disclosing adverse events and close calls 
and (6) Culture of safety (Ginsburg et al., 2012). The H-PEPSS begins by 
asking four questions about clinical aspects of safety, for example, hand 
hygiene and infection control. These items are not part of a subscale and are 
included solely to help respondents distinguish between clinical and socio-
cultural aspects of safety included so they can focus on the latter (2012). 
Response options are on a 6 point Likert scale, including a ‘Don’t know’ 
option. For analysis, the ‘Don’t know’ response is coded as missing data 
(personal correspondence with Dr Ginsburg, email, March 27, 2014). In the 
index study (Ginsburg et al., 2012), subscale means were substituted if 
>50% of items were answered (personal correspondence with Dr Ginsburg, 
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email, March 27, 2014). Data are reported as subscale means and percent 
agreement. The subscales and items are listed in Table 3.4. 
The H-PEPSS has been used to examine the self-reported patient 
safety competency of newly registered nurses, pharmacists, and physicians 
(Ginsburg, Tregunno, & Norton, 2013), Canadian diploma prepared practical 
nurses (VanDenKerkhof, Sears, Edge, Tregunno, & Ginsburg, 2017), medical 
students and postgraduate medical trainees (Doyle, VanDenKerkhof, Edge, 
Ginsburg, & Goldstein, 2015), traditional Korean medicine health professional 
students (Hwang et al., 2016), respiratory care and nuclear medicine 
technology students (Shanty, Gropelli, Kinderman, Heisler, & Mazzetti, 2016), 
and undergraduate nursing students (Bressan et al., 2016; Colet et al., 2015; 
Duhn et al., 2012; Stevanin et al., 2015; Weatherford & Viveiros, 2015). 
Findings from confirmatory factor analysis of H-PEPSS data on confidence in 
learning show the model has good fit (Ginsburg et al., 2012; VanDenKerkhof 
et al., 2017). Results support a parsimonious six-factor, 16-item 
measurement model of health professionals’ perceptions of patient safety 
competency. The seven items not retained in the subscales (italicised in 
Table 3.4) are useful for item specific analysis as they cover a broader array 
of patient safety issues. The authors note that the H-PEPSS can be used to 
identify gaps in learners’ confidence, which can be used to inform curricula 
(cautioning against using self-reports of high confidence in safety knowledge 
as the only indicator of actual knowledge).  
For the current study, the stem was changed from “I feel confident in 
what I learned about…” to “I feel confident in what I know and understand 
about…” to gather data about students’ current confidence in their knowledge 
and understanding of patient safety dimensions. Permission was obtained 
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from the authors to use the H-PEPSS (personal correspondence, March 27th 
2014). 
Table 3.4  Subscales and associated items of the Health Professionals 
Education in Patient Safety Survey 
Subscale Item:  “I feel confident in what I know and 
understand about…” 
Clinical safety  hand hygiene 
 infection control 
 safe medication practices 
 safe clinical practice in general 
Working in teams with 
other health 
professionals 
 team dynamics and authority/power conflict 
 managing inter-professional conflict 
 debriefing and supporting team members 
after an adverse event or close call 
 engaging patients as a central participant in 
the health care team 
 sharing authority, leadership, and decision-
making  
 encouraging team members to speak up, 
question, challenge, advocate and be 
accountable as appropriate to address 
safety issues 
Communicating 
effectively 
 enhancing patient safety through clear and 
consistent communication with patients 
 enhancing patient safety through effective 
communication with other health providers 
 effective verbal  and nonverbal 
communication abilities to prevent adverse 
events 
Managing safety risks  recognising routine situations in which 
safety problems may arise  
 identifying and implementing safety 
solutions  
 anticipating and managing high risk 
situations 
Understanding human 
and environmental 
factors: 
 the role of human factors, such as fatigue, 
that effect patient safety 
 safe application of health technology 
 the role of environmental factors such as 
work flow, ergonomics, resources, that effect 
patient safety 
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Recognise, respond to 
and disclose adverse 
events and close calls 
 recognising an adverse event or close call 
 reducing harm by addressing immediate 
risks for patients and others involved 
 disclosing an adverse event to the patient 
 participating in timely event analysis, 
reflective practice and planning in order to 
prevent recurrence 
Culture of safety  the ways in which health care is complex 
and has many vulnerabilities (e.g. workplace 
design, staffing technology, human 
interactions) 
 the importance of having a questioning 
attitude and speaking up when you see 
things that may be unsafe 
 the importance of a supportive environment 
that encourages patient and providers to 
speak up when they have safety concerns 
 the nature of systems(e.g. aspects of the 
organisation, management, or the work 
environment including policies, resources, 
communication and other processes) and 
system failures and their role in adverse 
events 
Note. Italicised items are included for item analysis but are not part of the 
validated subscales.  
 
A further three items were included in this section of the composite 
questionnaire (Table 3.5). Participants were asked to rate their confidence 
levels for knowledge about the Australian Commission for Safety and Quality 
in Health Care framework, goals and health service standards. These items 
were considered important to gauge students’ understanding of national 
health priorities. 
Table 3.5  Additional items exploring key Australian Commission for Safety 
and Quality in Health Care priorities 
Item:  “I feel confident in what I know and understand about…” 
 core principles of the ACSQHC framework (2010) 
 2012 goals of the ACSQHC framework 
 ACSQHC National Safety and Quality Health Service Standards 
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3.5.3.4 Safety Attitudes Questionnaire (SAQ). 
The Safety Attitudes Questionnaire (SAQ) was chosen to assess 
students’ perceptions of the safety cultures of their clinical environments. The 
survey was developed by Sexton and colleagues (Sexton et al., 2006) and is 
freely available via the University of Texas at Houston – Memorial Hermann 
Center for Healthcare Quality and Safety website. Permission to use the tool 
was granted (Appendix M). The standard 30 item SAQ elicits caregiver 
attitudes through the 6 factor analytically derived climate scales: teamwork 
climate; safety climate; job satisfaction; perceptions of management; working 
conditions; and stress recognition. Teamwork climate refers to the perceived 
quality of collaboration between personnel; job satisfaction is positivity about 
the work experience; perceptions of management explores approval of 
managerial action; safety climate is perceptions of a strong and proactive 
organisational commitment to safety; working conditions refers to perceived 
quality of the work environment and logistical support; and stress recognition 
is acknowledgement of how performance is influenced by stressors (Sexton 
et al., 2006). The 30-item survey takes approximately 5 -7 minutes to 
complete. Respondents use a 5-point Likert scale to indicate level of 
agreement with each item. Subscale scores are calculated by calculating the 
mean of the set of items from each subscale, subtracting 1 from the mean, 
then multiplying the result by 25 to get a subscale total score out of 100. 
Percent agreement with all items are calculated with a score of 75 or over, 
indicating agreement with the items in the subscale.   
The SAQ has been adapted for use in several different clinical 
environments and has been used extensively, increasing the amount of 
benchmarking data available (Sexton et al., 2006). The questionnaire has 
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been used in the operating theatre (Bleakley, Allard, & Hobbs, 2012), aged 
care (Buljac-Samardzic, van Wijngaarden, & Dekker-van Doorn, 2016), 
primary health (Holden, Watts, & Walker, 2009), outpatients (Modak, Sexton, 
Lux, Helmreich, & Thomas, 2007), midwifery (Raftopoulos, Savva, & 
Papadopoulou, 2011), and particularly, in intensive care (Etchegaray, Sexton, 
Helmreich, & Thomas, 2010; France et al., 2010; Huang et al., 2007; Profit et 
al., 2012; Pronovost et al., 2008; Sexton et al., 2011a). The SAQ 
demonstrated good psychometric properties in six cross-sectional surveys of 
health care providers (n = 10,843) in 203 clinical areas in three countries 
between 2000 and 2003 (Sexton et al., 2006).  
For this study, a few minor alterations were made to improve clarity in 
items for an Australian audience. For example, the phrase ‘patient report at 
shift change’ was changed to read, ‘patient handover at shift change’ and the 
word ‘physician’ was changed to ‘medical staff’. The phrase “this clinical 
area” was substituted with the phrase “this critical care unit” to better reflect 
the working environment of the study participants. The items and subscales 
of the 30 item version of the SAQ are presented in Table 3.6. 
The purpose of gathering SAQ data was to assess whether 
participants changed in their responses about their agencies over the 
duration of the course and to explore a possible association between SAQ 
and N-RiHQQ responses. It was proposed that nurses’ perceptions of their 
roles and responsibilities in healthcare quality, and any potential for 
maturation over the course of a postgraduate program, may be influenced by 
the perceived safety practices or safety culture of their work units (Chapter 1, 
section 1.3.5). Additionally, there were similarities in the constructs in the 
SAQ subscales and those in the N-RiHQQ subscales. It was therefore 
Chapter 3:  Methods 
101 
appropriate to explore the concurrent validity of the survey, contributing 
‘relations to other variables’ evidence of validity (Joint Committee on 
Standards for Educational and Psychological Testing, 2014). Permission was 
obtained from the authors to use the SAQ (see Appendix M). 
Table 3.6  Subscales and items in the Safety Attitudes Questionnaire  
Subscale Item 
Teamwork 
Climate 
 It is easy for personnel in this critical care area to 
ask questions when there is something that they do 
not understand. 
 I have the support I need from other personnel to 
care for patients. 
 Nurse input is well received in this critical care unit 
 In this critical care unit, it is difficult to speak up if I 
perceive a problem with patient care. 
 Disagreements in this critical care unit are resolved 
appropriately (i.e., not who is right but what is best 
for the patient). 
 The doctors and nurses here work together as a 
well-coordinated team. 
Safety Climate  The culture in this critical care unit makes it easy to 
learn from the errors of others 
 Medical errors are handled appropriately in this 
critical care unit. 
 I know the proper channels to direct questions 
regarding patient safety in this critical care unit. 
 I am encouraged by my colleagues to report any 
patient safety concerns I may have 
 I receive appropriate feedback about my 
performance. 
 I would feel safe being treated here as a patient. 
 In this critical care unit, it is difficult to discuss errors 
Job Satisfaction  This hospital is a good place to work 
 I am proud to work at this hospital 
 Working at this hospital is like being part of a large 
family 
 Morale in this critical care unit is high. 
 I like my job 
Stress 
Recognition 
 When my workload becomes excessive, my 
performance is impaired. 
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 I am more likely to make errors in tense or hostile 
situations. 
 I am less effective at work when fatigued. 
 Fatigue impairs my performance during emergency 
situations (e.g. emergency resuscitation, seizure). 
Perceptions of 
Management 
 Hospital management does not knowingly 
compromise the safety of patients. 
 Hospital administration supports my daily efforts. 
 I am provided with adequate, timely information 
about events in the hospital that may affect my 
work. 
 The levels of staffing in this critical care unit are 
sufficient to handle the number of patients. 
Working 
Conditions 
 All the necessary information for diagnostic and 
therapeutic decisions is routinely available to me. 
 This hospital deals constructively with problem 
personnel. 
 Trainees in my discipline are adequately 
supervised.  
 This hospital does a good job of training new 
personnel. 
  
3.5.3.5 Patient and Family-Centered Care: A Self-Assessment 
Inventory. 
An existing tool was sought to assess health professionals’ attitudes 
toward, and current workplace experience of, patient and family-centred care 
practices (PFCC). No tool was found that adequately explored PFCC 
practices from the broader perspective of healthcare safety and quality 
reflected in the literature (ACSQHC, 2012d; 2011a, 2011b; Balik, Conway, 
Zipperer, & Watson, 2011; Frampton et al., 2008). 
The Institute for Family-Centered Care (IFCC, 2008) developed an 
inventory to assist administrators and staff to think about how the adult 
intensive care unit operationalises PFCC, opportunities for improvement, and 
priorities for change. The inventory was considered useful for this study’s 
purpose because it included items that acknowledge the contribution patients 
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and family can make at each level or domain of quality healthcare. The 
assessment inventory is divided into 10 sections or subscales. For this study, 
the most relevant items from each subscale were selected (48 items). Two 
extra items were added to explore PFCC practices as a philosophy of care, 
and one item was developed to explore PFCC practices related to the 
environment and design of health care environments. The items and 
subscales of the PFCC practices tool and the additional researcher 
developed items (in italics) used in the questionnaire for this study are 
presented in Table 3.7. To the researcher’s knowledge, this inventory has not 
been used for research purposes and no psychometric analysis of these 
items as a ‘survey’ has been conducted.  
Participants were asked to select a response for each item twice. In 
Part A, participants were instructed to circle a number on a 4-point Likert 
scale to indicate level of agreement with each statement about the PFCC 
practices in their current workplace (not as they would like it to be). The 
option to select “Don’t know” was also provided. In Part B, participants were 
instructed to select an option on a 4-point Likert scale to indicate the 
importance they placed on each element of PFCC. It was anticipated that this 
tool would provide an overview of the importance students place on different 
aspects of PFCC and the PFCC practices of their clinical environments. As 
Person Centred Care is one of the domains of the conceptual framework 
developed for this study, understanding something about these perspectives 
was expected to contribute to understanding participants’ perceptions of their 
healthcare responsibilities.  
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Table 3.7  Items of the Patient and Family-Centered Care inventory in critical 
care environments. 
Subscale Item 
Part A: “In my current 
workplace” 
Part B: “How 
important is 
this to you?” 
Leadership  My hospital’s commitment to patient-centered 
care is formally and consistently communicated 
with patients, families, staff, and leadership (e.g. 
mission statement, core values). 
 Leaders of my unit, through their words and 
actions, consistently convey that the patient’s and 
family’s experience of care matters, that it is 
important to quality, safety, and the best 
outcomes. 
 Leaders of the unit, through their words and 
actions, encourage and support all staff in 
practicing patient- and family-centered care. 
Philosophy of care  The unit has clearly stated principles or values 
guiding how care will be provided and what is 
expected relative to the experience of care (e.g., 
philosophy of care, vision, mission, and/or values 
statements). 
 The philosophy of care is shared with patients 
and families in a variety of ways (e.g., patient and 
family hand book, admission materials, 
hospital/unit web page, in-house television 
programming) 
 Patient and family-centered care is discussed at 
orientation to my unita. 
 Patient and family-centered care is regularly 
reinforced through performance appraisala.  
Patients and families 
as leaders and 
advisors 
 Patients and family members participate as 
members on hospital committees. 
 Patients and families who experienced care in 
the unit are trained and supported to provide peer 
support to other families in my unit. 
 Patients and families are involved in staff 
orientation and continuing education for the unit. 
 There is a staff member assigned to serve as a 
liaison for collaborative endeavours with patients 
and families. 
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Subscale Item 
Part A: “In my current 
workplace” 
Part B: “How 
important is 
this to you?” 
Patterns of care  Family members are not viewed as visitors; they 
are always welcome to be present and fully 
participate in care in accordance with patient 
preference. 
 Staff acknowledge the individuality, culture, 
capacity, and abilities of each patient and family. 
 Staffing patterns promote continuity of care for 
patients and families. 
 Families can remain with patients, in accordance 
with patient preference, during handover. 
 During rounds, in accordance with patient 
preference, families can choose to remain with 
the patient 
 During rounds, in accordance with patient 
preference, families can choose to actively 
participate in the round. 
 Patients’ choices, about whether to have family 
members present are respected and supported 
during such situations as examinations and 
procedures. 
 Staff ask patients and families about their 
observations, goals, and priorities and 
incorporate these in the care plan. 
 Staff collaborate with the patient and family in 
assessment and management of pain. 
 Communication among patients, families, staff, 
and physicians is ongoing and offered in a variety 
of formats (e.g., chart, email, bulletin boards at 
patient’s bedside, pagers, telephone contact). 
 There is open disclosure by staff and physicians 
with the patient and family, regarding all errors 
whether or not adverse events occur: 
- In written policy. 
- In actual practice. 
 Patients and families, in accordance with patient 
preference, have the opportunity to participate in 
interdisciplinary meetings to plan care. 
 Families are encouraged to help or provide 
personal care for the patient throughout the 
patient’s hospitalisation. 
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Subscale Item 
Part A: “In my current 
workplace” 
Part B: “How 
important is 
this to you?” 
 There are supportive procedures for resolving 
disputes between patients, families, and staff. 
Information / 
education of patients 
and families 
 There is continual, open, and honest 
communication among patients, families, and 
staff. 
 Patients and families, in accordance with patient 
preference, receive complete and unbiased 
information to make informed decisions about 
care. 
 The unit’s information and educational materials 
reinforce the belief that patients and families are 
essential members of the health care team. 
 Written information is provided in primary 
languages and appropriate literacy levels of 
patients and families served by the unit. 
 Patients and families who experienced care in 
the unit are involved in developing and evaluating 
informational/educational materials and programs 
for patients and families. 
Patient and Family 
Support 
 Staff or trained volunteer support is available to 
ensure that visits by extended family members, 
including children, are positive experiences. 
 There is a range of emotional, spiritual, and 
practical support available to patients and 
families. 
 Financial support (e.g., for parking, 
transportation, lodging, meals, etc.) is available to 
help families with special financial needs served 
by the unit. 
 Before discharge from the unit, patients and 
families are linked with appropriate medical, 
educational, and support services such as 
rehabilitation services and family support 
programs 
Charting and 
documentation 
 Patients’ goals are identified and documented. 
 Families’ goals are identified and documented. 
 Patients and families, in accordance with patient 
preference, have easy access to the medical 
record/chart. 
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Subscale Item 
Part A: “In my current 
workplace” 
Part B: “How 
important is 
this to you?” 
 Patients and families, in accordance with patient 
preference, have the opportunity to record 
observations and concerns in the medical 
record/chart. 
 Language used in documentation promotes 
recognition of the strengths and competence of 
patients and their families. 
 Patients and families are offered a means to 
collect and organise important information 
regarding the patient that they can share with 
other providers. 
Quality improvement  Indicators for patient and family-centered practice 
(e.g. satisfaction with care) are measured and 
reported.   
 Changes are made to the way we deliver care as 
a response to patient and family feedback 
Personnel practices  In-service programs support staff and physicians 
in acquiring patient and family-centered 
knowledge, skills, attitudes, and there is 
educational programming specifically for: 
- Sharing information with patients and families 
about errors. 
- Supporting patients’ and families’ coping 
strategies. 
- Supporting patients and families with end-of-
life decision-making 
 There are rewards and recognition for patient- 
and family-centered practice 
Environment and 
design 
 The overall design of the unit creates a healing 
environment through the use of appropriate color, 
lighting, art and furnishings 
 There are comfortable, equipped and private 
spaces for families to rest 
 The physical environment is well maintaineda. 
a Researcher developed items  
The Course entry full composite questionnaire is included in Appendix 
G.  
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3.5.3.6 Focus groups. 
The purpose of the focus groups was to provide a data source to 
explore the factors that may explain change, or lack of change, in 
participants’ responses to the items in the N-RiHQQ over time. Focus groups 
provided a context for understanding whether or not nurses recognised their 
roles and whether or not they changed in their perceptions of their roles over 
the duration of the course. 
The specific aims for the focus groups were to:  
a) explore how nurses conceptualised quality; 
b) explore nurses’ perceptions of their roles and responsibilities in 
healthcare quality; 
c) explore nurses’ perceptions of the barriers to achieving role 
expectation in the clinical environment; and 
d) explore the context for any changes in perceptions about quality 
and safety, including perceived impact of postgraduate study, and 
any changes in participants’ clinical environments that may have 
affected perceptions of roles in healthcare quality. 
The first two of these aims were designed to explore the content 
validity of the N-RiHQQ by mapping nurses’ understanding of healthcare 
quality and perceptions of roles and responsibilities, to the domains of 
healthcare quality expressed in the conceptual model. All four aims were 
designed to provide a context to help explain any change, or lack of change, 
in nurses’ role perceptions and thus the sensitivity of the N-RiHQQ in 
measuring change over time.  
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Focus groups were conducted at course commencement and 
completion in 2014 and 2015. Focus group interviews were considered an 
appropriate data collection method because they quickly and inexpensively 
elicit a variety of perspectives on the same phenomenon, making use of 
group dynamics and the discussion and interchange of ideas (Parahoo, 
2006). Being semi-structured, a focus group interview provided the 
interviewer the opportunity to change the words but not the meaning of the 
questions (Barriball & While, 1994) and gave respondents some freedom to 
express themselves while answering a set number of questions (Parahoo, 
2006). In this study, focus group interviews were semi-structured using open-
ended questions and prompts designed to encourage group discussion. The 
open-ended questions used at both points of data collection were those used 
in a study that aimed to explore ideas about quality held by Swiss doctors 
and nurses (Table 3.8) (Hudelson, Cléopas, Kolly, Chopard, & Perneger, 
2008). The purpose of using these questions was to capture the range of 
students’ understanding of healthcare quality, their roles and responsibilities 
in ensuring quality healthcare, and perceived barriers to providing quality 
healthcare. At Point 2, several additional open-ended questions were 
included to: a) further explore nurses’ understanding of their roles in the 
domains of healthcare quality articulated in the conceptual model and to 
identify any new information about the way nurses think about the domains, 
and; b) explore the context for any changes in perceptions about quality and 
safety, including the role of postgraduate education and perceptions of any 
changes in the quality and safety environment of their clinical workplace 
(Table 3.9). Focus group facilitator guides for both points of data collection 
are presented in Appendix H. All focus group facilitators met with the student 
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researcher prior to conducting the focus groups to review the interview guide 
to ensure clarity and consistency. 
An observer documented interactions and non-verbal behaviours 
during the focus group discussions, and took notes to support and clarify the 
audio-recordings. Focus groups were audio-recorded and transcribed for 
data analysis, with the permission of participants. At Point 1 (course 
commencement), each focus group interview lasted approximately 60 
minutes. The Point 2 focus group interviews (course completion) lasted 
between 60 and 90 minutes as participants were keen to continue the 
discussions. All participants were provided with an opportunity to debrief and 
provide feedback. Participants were reassured that all interview data would 
be transcribed with no identifying information for analysis. 
 
Table 3.8  Focus groups: Open-ended questions at Point 1 and Point 2 
Aim 1: to capture the range of students’ understanding or healthcare quality, 
their roles and responsibilities in ensuring quality healthcare, and 
perceived barriers to providing quality healthcare 
Question Extension/prompts 
1. In your opinion, what is quality 
healthcare?  
 
 How can you recognise 
quality healthcare? 
2. Can you give me an example 
(either hypothetical or from your 
own experience) of good quality 
healthcare? 
 
 Why did you select this 
example? 
3. In your opinion, what are the main 
obstacles to quality healthcare? 
 
 
4. Can you describe an actual 
situation where you felt that the 
healthcare provided was not 
optimal?  
 
 Why do you think quality 
healthcare was not provided 
in this instance? 
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5. What should be done to ensure 
quality care? 
 Are there any other issues 
regarding quality that you 
would like to discuss 
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Table 3.9  Focus groups: Additional open-ended questions at Point 2 
Aim 2: to further explore nurses’ understanding of their roles in the domains 
of healthcare quality articulated in the conceptual model 
Question Extension/prompts 
6. What sort of behaviours do you 
think clinicians should have that 
would promote quality of care and 
reduce errors?  
 
 
7. What sort of behaviours between 
health professionals would 
promote quality of care and reduce 
errors? 
 
 What sort of communication? 
8. What is your understanding of 
clinical governance? 
 
 Can you give an example? 
9. What do you think clinical 
governance means at an individual 
nurse level, ward or unit level, and 
hospital level?  
 
 
10. How are patient and service 
outcomes reported in your 
ward/hospital (e.g. outcomes of 
audits)? 
 
 
11. Have you ever raised concerns 
about the quality or safety of care 
being delivered (individual or 
team)?  
 How did you do this?   
 What did you learn from the 
process?  
 Going forward, if you 
identified concerns would 
you raise them? 
12. Can you think of any quality 
initiatives in your workplace and 
why they worked or didn’t work?  
 
 Successfully implemented or 
not? 
13. What do you believe is your role 
and responsibility in clinical 
governance?  
 Do you think all nurses have 
the same role and 
responsibility in clinical 
governance? 
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14. What is your role in ensuring that 
the clinical practice in your area is 
based on the best possible 
evidence?  
 How do you go about 
achieving this? 
Aim 3. To explore the context for any changes in perceptions about quality 
and safety, including the role of postgraduate education and 
perceptions of any changes in the quality and safety environment of 
their clinical workplace 
Question Extension/prompts 
15. Do you think anything has 
changed in your thinking about 
quality and safety since you 
started the graduate certificate this 
year  
 
 If so, in what way? Can you 
give an example?  
 Has being a post graduate 
student changed your 
thinking about quality and 
safety?  
16. This year, have you noticed any 
changes in your clinical 
environment that may have 
affected the quality and safety of 
care in your unit?  
 
 
17. If there was one thing you would 
do to improve the quality of care, 
what would it be? 
 
 
3.6 The Framework for Developing and Testing the N-RiHQQ 
The Standards for Educational and Psychological Testing (the 
‘Standards’) were used as a framework to develop and test the N-RiHQQ 
(Joint Committee on Standards for Educational and Psychological Testing, 
2014). The Standards provide key elements in a testing program that should 
inform the development, selection and use of tests, and provide a basis for 
evaluating the quality of testing practices in instrument development. The 
Standards were developed jointly by the American Educational Research 
Association (AERA), the American Psychological Association (APA), and the 
National Council on Measurement in Education (NCME). Assessment of the 
psychometric properties of a new survey involves testing the instrument for: 
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1) validity, 2) reliability, and 3) fairness (Joint Committee on Standards for 
Educational and Psychological Testing, 2014).  
In this framework, validity refers to a process, rather than a discrete 
event (Squires, 2011) and involves accumulating evidence from a variety of 
sources to demonstrate validity: 1) content; 2) response process; 3) internal 
structure, and; 4) relation to other variables. Validity is the “degree to which 
all the accumulated evidence supports the intended interpretation of test 
scores for the proposed use” (Joint Committee on Standards for Educational 
and Psychological Testing, 2014, p. 14). In this study, the construct validity of 
the N-RiHQQ survey was demonstrated by accumulating evidence from the 
‘content’, ‘internal structure’, and ‘relations to other variables’ sources. 
‘Content’ evidence, the extent to which the items included in an instrument 
adequately represent the construct, was demonstrated in this study by the 
development and selection of items that explored each of the seven domains 
in the conceptual model. The model was derived from a narrative review of 
the literature, and an expert panel reviewed the items. ‘Internal structure’ 
evidence, the relationships between the items in an instrument, was 
demonstrated by pilot testing (internal consistency and item reduction) and 
structural equation modelling (factorial validity and internal consistency). 
‘Relations to other variables’ evidence, refers to analyses of the relationships 
between scores obtained for the concept of interest and external variables, 
which may be other scales that measure the same or related concepts. In 
this study, concurrent validity of the instrument with other validated 
instruments measuring similar constructs was explored providing ‘relations to 
other variables’ evidence of validity.  
Chapter 3:  Methods 
115 
Reliability refers to the ability of a measure to produce consistent 
results when the same entities are measured under different conditions 
(Field, 2013). Evidence for the reliability of the instrument was assessed by 
administering the same survey twice over a period of time (test/retest 
reliability). Reliability was also assessed by establishing the internal 
consistency of the survey items in both the pilot and the cohort study. 
Fairness, according to the Standards, is a broad concept that refers to 
protecting test takers and users in all aspects of a study. It includes ensuring 
responsiveness to individual characteristics and testing contexts so that test 
scores will yield valid interpretations for intended users (Joint Committee on 
Standards for Educational and Psychological Testing, 2014), and accessibility 
of the test. Squires et al. (2011) report missing data as an indicator of test 
accessibility. In this study, ‘fairness’ refers specifically to ease of survey use 
(e.g. clear instructions and terminology) and amount of missing data.  
The Standards framework (validity, reliability, fairness) informed the 
five-step structured approach used to develop and test the N-RiHQQ survey: 
1) item generation (‘content’ and face validity); 2) pilot testing (reliability, 
‘internal structure’/consistency and item reduction); 3) testing the stability of 
the instrument (test/retest reliability); 4) construct validity using structural 
equation modeling (factorial validity and ‘internal structure’/ consistency), 
and; 5) comparing responses to similar constructs (concurrent validity or 
‘relations to other variables’ evidence).  
Chapter 3:  Methods 
116 
3.7 Data analysis 
3.7.1 Post-hoc power analyses 
A post-hoc power calculation was performed for all five subscales of the N-
RiHQQ based on available sample size and observed mean differences and 
standard deviations. The results showed that there was >90% power to 
detect a significant mean difference in all comparisons (Appendix I).  
3.7.2 Quantitative analyses 
All data were entered into Microsoft Excel © then imported to IBM 
Statistical Package for the Social Sciences (SPSS) version 23. Data were 
summarised and analysed using a number of statistical methods. All 
statistical tests were interpreted using p ≤ 05 significance level. 
1. Prior to use in the cohort study (Phase 2), the investigator-developed N-
RiHQQ survey underwent psychometric analysis (internal consistency 
and face validity) and test/retest reliability to determine the stability of the 
instrument. In Phase 2, construct validity of the questionnaire was 
examined via exploratory factor analysis using a structural equation 
modelling approach. Statistical advice indicated this was an appropriate 
approach to factor analysis to assess goodness of fit for a theoretically 
derived model of responsibilities for healthcare quality. A complete 
description of the development and testing of the N-RiHQQ survey is 
provided in Chapter 4.  
2. The demographic data were explored using descriptive statistics.  
3. Independent t-tests for continuous demographic variables and Pearson’s 
chi-square for categorical demographic variables were used to determine 
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any bias in the sample who completed the questionnaire at both time 
points compared to those who only provided a response at Point 1. 
Levene’s test for equality of variance determined which t value and 
significance value to report. Effect sizes were calculated using Cohen’s 
d. Yates’ Correction for Continuity value was used in reporting chi-square 
results to compensate for the overestimation of the chi-square values 
when used with a 2 by 2 table (Pallant, 2013). Effect size statistics were 
calculated for the categorical demographic variables using phi coefficient 
for 2 by 2 tables and Cranmer’s V for cross tabulations larger than 2 by 
2.  
4. Patterns of missing data were explored to inform decisions about how to 
manage any missing data.  
a. Missing values analysis was conducted separately for the two 
time points and scale by scale. The mechanism of the missing 
data was assessed using Little’s test to determine whether data 
were missing completely at random (MCAR), missing at random 
(MAR), or missing not at random (MNAR). A large p-value (> 
0.05) indicates weak evidence against the null hypothesis, that 
is, we fail to reject the null hypothesis that the data are MCAR 
and that no patterns exists in the missing data. A finding of 
MCAR means there is no relationship between the missingness 
of the data and any values, observed or missing (Tabachnick & 
Fidell, 2014).   
b. The patterns of missing data were explored to determine the 
percentages of variables, cases and values with missing data. 
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The decision approach for managing missing data in each 
section of the composite questionnaire was as follows 
SDLRNE / H-PEPSS / SAQ / PFCC survey: 
If percentages of missing data were small and in a random 
pattern, cases were excluded pairwise excluding the case only if 
they were missing the data required for the specific analysis, but 
included in any of the analyses for which they had the necessary 
information (Pallant, 2013). Tabachnick and Fidell (2014) state 
that if only a few data points (for example, 5% or less) are 
missing in a random pattern from a large data set, the problem of 
missing data is less serious and almost any procedure for 
handling missing values yields similar results. They note that 
there are no firm guidelines for how much missing data can be 
tolerated for a sample of a given size. If percentages of missing 
data were larger than 10%, data substitution using multiple 
imputation methods was considered to prevent an unacceptably 
high loss of cases. 
N-RiHQQ survey: 
In the N-RiHQQ survey, coding the ‘Don’t know’ option as 
missing data may have inflated the missing data count. However, 
a participant who selects ‘Don’t know’ is expressing an opinion as 
opposed to not answering the item (missing data). Also, this 
response is not equivalent to neutral (i.e., neither agree nor 
disagree). Recognising that ‘Don’t know’ has a meaning, the 
frequency and distribution of the ‘Don’t know’ responses were 
explored separately to the analysis of the missing data before 
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treating it as missing data for descriptive and inferential statistical 
analysis. 
The frequency of ‘Don’t know’ responses item by item was 
established, as well as the number of cases with ‘Don’t know’ 
responses by subscale, and the counts of those responses by 
case within a subscale. This information informed the percentage 
selected for subscale mean substitution for cases with ‘missing’ 
or ‘Don’t know’ data;   
c. Results are presented in three ways: (i) for complete cases only 
(those who completed all items in each subscale); (ii) subscale 
mean substitution for cases with a specific percentage or less 
‘missing’ or ‘Don’t know’ data (informed by the results of the step 
above); and (iii) subscale mean substitution for cases with more 
than the percentage of ‘missing’ or ‘Don’t know’ data identified in 
step (ii). 
5. Chi-square (McNemar’s test) was used to explore shifts in categorical 
data response options (‘Don’t know’, and ‘Strongly 
disagree/Disagree/Agree/Strongly agree’) in the N-RiHQQ survey. This 
compared the proportion of people who changed in one direction (i.e. 
‘Don’t know’ to a definite opinion) to those who changed in the opposite 
direction (i.e. went from having a definite opinion to ‘Don’t know’). This 
non-parametric test is appropriate for matched or repeated measures 
designs, useful for small sample sizes, and for data that does not meet 
the assumptions of parametric tests (for example, non-normally 
distributed data) (Field, 2013). This analysis answers an important 
question about whether the participants become less ambivalent in their 
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perceptions of their roles in healthcare quality, and their beliefs about 
their skills, over the course of the postgraduate program. 
6. Descriptive statistics were used to summarise participants’ perceived 
responsibilities and skills for healthcare quality, learning readiness, 
perceived patient safety competence, and perceived workplace safety 
culture and person-centred care practices. This includes measures of 
central tendency and distribution. Data were analysed according to the 
instructions for use of the instrument described in the relevant section of 
the data collection tools.  
7. Paired t-tests (parametric) were used to evaluate mean scale differences 
of perceived responsibilities and skills for healthcare quality, learning 
readiness, perceived patient safety competence, and perceived 
workplace safety culture and person-centred care practices between 
Point 1 (course entry) and Point 2 (course exit) in the cohort study. 
Parametric statistics have been shown to be robust with respect to small 
sample sizes, non-normally distributed data and Likert scale (ordinal) 
data (Norman, 2010). Cohen’s d was used to express the effect size 
between the Point 1 and Point 2 means in standard deviation units. This 
statistic is less likely to overestimate the effect size when using a paired 
samples t-test (Field, 2013). Effect sizes were calculated by dividing the 
paired mean by the standard deviation of the point 1 (baseline) mean 
(Field, 2013; Polit, 2010). Cohen classified effect sizes as follows: small 
= .2; medium = .5; and large = .8 (Cohen, 2013). 
8. The PFCC inventory items were analysed item by item only because the 
subscales in this survey have not been psychometrically tested.  
Chapter 3:  Methods 
121 
9. A Pearson product-moment correlation coefficient was computed to 
assess the relationship between each subscale in the N-RiHQQC, and 
each subscale in the other instruments in the composite questionnaire to 
explore concurrent validity.   
3.7.3 Qualitative analyses 
There were two sources of qualitative data collected in this study. The 
first was data collected in the course entry questionnaire (course 
aims/motivations and desired course outcomes, and perceptions of nurse 
characteristics for health quality). These data were entered into Microsoft 
Office Excel©, then exported into QRS NVivo (QSR International) for 
analysis. QRS NVivo is a computer software package designed to assist in 
the management of large volumes of textual material during data analysis. 
The use of NVivo to manage data analysis means that no data are taken out 
of their original context, rather, data are coded at nodes, keeping the original 
transcript intact.  
Qualitative data collected from the Entry survey were analysed using 
structural coding. Structural coding applies a conceptual phrase to a segment 
of data that relates to a specific research question used to frame the enquiry 
(MacQueen et al., 2008, cited by Saldaña, 2013). It is a useful coding 
approach for studies with standardised questions, for hypothesis testing or 
exploratory investigations to gather topics lists or indexes of major categories 
or themes. This method of coding is appropriate for determining frequencies 
on the basis of the number of individual participants who mention a particular 
theme. Namey et al, 2008 (cited in Saldaña 2013) note that a code frequency 
report can help identify which themes or ideas are common in the data and 
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which were rarely mentioned. Therefore, this method of analysis was suitable 
to ‘summarise’ the number of participants who provided a specific response 
(a code) to each question in the Entry survey.  
Data were coded separately for questions 1, 2, 3 and 5 (course 
aims/motivations and desired course outcomes) in the course Entry survey 
(see Section 3.4.2) with an attempt to use a similar structure of codes 
common to each question. Once the overall coding structure was confirmed 
by the research team, the individual nodes for each question were grouped 
together to enable frequency counts of a particular code. Findings were 
reported as the number of times a particular code was identified in the data 
(reference counts), and the number of participants who mentioned a code at 
least once in their responses. From the detailed coding structure, broad 
themes where identified. 
Question 4 of the Entry survey (see Section 3.4.2) was included to 
provide an additional data source to the focus groups to explore how nurses 
describe healthcare quality and what they recognise as relevant to their role 
(research objective ‘l’). Structural coding was used to summarise key 
characteristics or qualities of a nurse who provides high quality healthcare 
and counts made of the number of participants who nominated each 
characteristic. These characteristics were then sorted into one of the seven 
domains of the conceptual model, enabling mapping of nurses’ 
understanding of roles in healthcare quality to the domains articulated in the 
literature derived conceptual model (research objective ‘n’). 
The second source of qualitative data collected for the study were 
focus group data. As described in Section 3.5.3.6 of this chapter, focus group 
interviews were semi-structured using open-ended questions and were held 
Chapter 3:  Methods 
123 
at Point 1 and Point 2. There was no attempt to analyse Point 1 and Point 2 
data separately, as there was no intention to measure maturation from focus 
group data. Rather, of interest was nurses’ understanding of the domains, 
which domains were well developed and frequent in the participants’ focus 
group conversations, and the ways they expressed their roles within each 
domain. Collecting this data at both time points added to the volume and 
richness of the data. At Point 2, several questions were added to allow for 
deeper exploration of the domains and to identify perceived impact of 
postgraduate study, and any changes in participants’ clinical environments 
that may have affected perceptions of roles in healthcare quality. There was 
no attempt to recruit only those who had participated at Point 1 to Point 2 
focus groups. Rather, the invitation to participate at Point 2 was extended to 
the whole postgraduate group and those recruited may or may not have 
participated at Point 1 in focus groups. 
Focus group data were analysed using content analysis (Elo & 
Kyngäs, 2008; Lincoln & Guba, 1985). Content analysis techniques combine 
deductive and inductive techniques to identify themes. Data were mapped 
according to its alignment with the domains of the literature derived 
conceptual model (deductive analysis). Then the data within the domains 
were analysed to identify themes (inductive analysis) within and across the 
seven domains, exploring the elements or nuances of nurses’ understanding 
of their roles within each domain. A key objective of the study was to identify 
how nurses’ understanding of healthcare quality maps to the domains 
articulated in the conceptual model; hence, the analysis approach enabled 
meeting the research objective to explore whether role perceptions were 
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consistent with role expectations. All focus group data were managed in 
Microsoft Excel©.  
3.7.3.1 Trustworthiness of the findings. 
Trustworthiness of the findings was supported by consideration of the 
four criteria proposed by Lincoln and Guba (1985): (a) credibility, (b) 
transferability, (c) dependability; and, (d) confirmability. The following 
provisions were made to promote confidence in the trustworthiness of the 
findings.  
Credibility - that the data were accurately recorded (Shenton, 2004): 
 using the established research methods of structural coding and 
content analysis;  
 use of triangulation to compensate for each method’s individual 
limitations and to exploit their respective benefits (Guba, 1981). 
Triangulation included (a) methods triangulation - course entry point 
written responses, focus groups and quantitative survey, and (b) 
triangulation of sources at different points in time (Denzin, 1989; 
Patton, 1999). Site triangulation was also achieved with focus group 
participants representing multiple hospital sites. This reduces the 
effect on the study of particular local factors peculiar to one institution 
(Shenton, 2004); 
 use of audio recordings to ensure data are dependable (Borbasi et al., 
2008); 
 strategies to promote honesty in participants when contributing data 
(Shenton, 2004), for example, ensuring participants felt free to 
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participate or not to participate, with no individual approached, 
assurance of the confidentiality of responses, and ensuring focus 
groups were facilitated by researchers with no course teaching or 
assessment responsibilities to prevent students feeling pressured to 
participate or guarded in their contributions;  
 within focus group member checking to clarify understanding and 
‘check’ the accuracy and intent of what was heard by the facilitator 
(Guba & Lincoln, 1989), and 
 debriefing with research supervisors to test developing ideas and 
interpretations. 
Transferability or fittingness – faithfulness to the reality of the 
participants to allow others in the discipline to evaluate the importance of the 
findings for their own practice, research and theory development (Guba & 
Lincoln, 1989; Schneider, Whitehead, Elliott, Lobiondo-Wood, & Haber, 
2007): 
 Sufficient background participant demographic detail provided, 
including course specialty, years of nursing and critical care 
experience, type of employer and work context, educational 
background.  
 Transparency about the number of participants involved, data 
collections methods employed, and the number and length of data 
collection sessions. 
Dependability or auditability – a measure of accountability, a 
decision trail, which can be scrutinised by other researchers to determine the 
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extent to which consistency has been achieved in the project’s methods and 
processes (Taylor, Kermode, & Roberts, 2006): 
 Detailed reporting of the processes used in the study allowing a future 
researcher to repeat the work (e.g. the operational detail of data 
gathering, interview guide) (Shenton, 2004); 
Confirmability – findings that reflect implementation of credibility, 
auditability and fittingness standards (Schneider et al., 2007): 
 Triangulation to reduce effect of researcher bias; 
 Recognition of limitations of the research methods and potential 
effects; and 
 Open and upfront recognition of the manner in which theoretical 
concepts inherent in the research question gave rise to the work to 
follow (focus group data analysis) (Shenton, 2004). 
3.8 Ethical Considerations 
This project was designed to meet the National Health and Medical 
Research Council (NHMRC) criteria for ethical conduct in human research 
(2007). The project was submitted to and received Deakin University Human 
Research Ethics Committee (HREC) approval (Appendix J). This project was 
carried out according to the National Statement on Ethical Conduct in Human 
Research (NHMRC, 2007), and the National Privacy principles (NHMRC, 
2001, 2007). The ethical considerations central to this study include issues of 
consent, privacy and confidentiality, anonymity and unequal relationships. 
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3.8.1 Consent. 
Ensuring respect for persons requires that those approached as 
potential study participants be fully informed of the nature of the research 
study and any potential risks and benefits associated with their participation 
(Nagy et al., 2010). To this end, course students were given a Plain 
Language Statement (PLS) (Appendix K) and the survey. The PLS explained 
that return of the survey implies that they understand what they have read, 
consent to take part in the research project, and consent to complete the 
survey. The students were informed of the projected time the survey took to 
complete, the potential risks and benefits of the study and how research data 
will be stored, used and disseminated. Students were informed that they did 
not have to take part in the research project. Students were informed that it 
was not possible to withdraw their data because it was not possible to identify 
an individual participant’s anonymous survey.   
Students were given a PLS for the focus groups and those who 
agreed to participate in focus groups were invited to return a signed consent 
form (Appendix L). Consent was confirmed verbally and in writing at the 
beginning of the focus group. Course students were invited to contact a 
member of the research team for further clarification or the managers of the 
university HREC for complaints or general queries. 
3.8.2 Confidentiality, anonymity and privacy. 
Confidentiality refers to the protection of study participants so that data 
provided are never publically divulged (Polit & Beck, 2010). The data 
collected during the study will remain confidential. All data will be used only 
for the purpose for which it was given. All participants at each stage of the 
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research were assured that any information provided by them would not be 
publically reported in a manner that identified them.  
Data from the survey were non-identifiable but linked to Point 2 data 
by a participant-developed code. Participants were asked to develop a code 
as follows: the first three letters of mother’s name and the first three letters of 
their father’s name. It was not possible for the research team to link these 
codes with any individual participant, only to their data. Only the participant 
knew their code.  
Focus groups: All interviews were transcribed verbatim, identifiers 
permanently removed and a study identification code allocated to each 
participant’s data.   
3.8.3 Pre-existing or unequal relationships. 
Participants were students enrolled in the Master of Nursing Practice 
at Deakin University. This posed a potential risk of an unequal relationship 
between the student researcher (one of the course lecturers) and the study 
participants. The strategies adopted to reduce this risk are outlined in Section 
3.4.2.2 and Section 3.5.2. 
3.8.4 Data storage. 
All paper copies of the non-identifiable participant survey data are kept 
in a locked filing cabinet in the researcher’s locked office at Deakin 
University. Audio-files of participant interviews were downloaded onto a 
password protected computer prior to erasing them from the digital recorder. 
Survey data were entered into an electronic spread sheet and stored in a 
secure file on the University server that is password protected and backed up 
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regularly. In addition, all other electronic data files related to this study are 
password protected. The researcher’s database is password protected and 
access is restricted to members of the research team.   
Following the study, documents and data will be archived in retrievable 
form so that the stored records may be accessed during the archival period if 
required (i.e. for verification of reported results or for auditing purposes). All 
electronic data and paper-based documents collected in the conduct of this 
research will be destroyed in a secure manner after the minimum period of 
five years after publication of any findings, in accordance with Deakin 
University data storage guidelines. Data collected for this study will only be 
used in ways directly related to the purpose for which the information was 
obtained (NHMRC, 2007).  
3.9 Alignment of Research Aims and Objectives with Thesis 
Structure 
The chapter in which each research aim and objective is met is 
summarised in Table 3.10. 
Table 3.10  Alignment of research aims and objectives with chapters 
Research Aim Research objective Chapter  
Aim 1: To develop the 
conceptual model of 
nurses’ roles and 
responsibilities in 
maintaining and 
a) Determine through narrative 
synthesis of the literature the 
domains of quality that encompass 
nurses’ professional 
responsibilities for high quality 
care  
Chapter 2 
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improving the quality of 
healthcare. 
b) Identify elements of practice that 
describe nurses’ responsibilities 
within each domain of healthcare 
quality through a review of 
validated instruments used to 
measure nurse competence in the 
different domains 
Chapter 2 
Aim 2: To develop a 
valid, reliable survey 
instrument to measure 
nurses’ perceptions of 
their responsibilities 
across all the domains 
of healthcare quality.  
c) Demonstrate ‘content’ evidence 
validity through the development 
and selection of survey items 
informed by the literature derived 
conceptual model, and by 
establishing face validity 
Chapter 4 
d) Demonstrate ‘internal structure’ 
evidence validity by pilot testing 
(reliability, internal consistency and 
item reduction) and structural 
equation modelling (factorial 
validity and internal consistency) 
Chapter 4 
e) Demonstrate ‘relations to other 
variables’ evidence validity by 
exploring concurrent validity of the 
survey with similar constructs in 
three other instruments 
Chapter 4 
f) Demonstrate reliability of the 
survey through pilot testing and 
test/retest measurement  
Chapter 4 
g) Examine if the survey is sensitive 
to change in nurses’ perceptions of 
their responsibilities for healthcare 
quality 
Chapter 5 
Aim 3: To explore 
intrinsic and extrinsic 
factors that provide a 
context for 
understanding nurses’ 
perceptions of their 
roles and 
responsibilities for 
healthcare quality and 
safety.  
h) Explore how nurses describe 
healthcare quality and what they 
recognise as relevant to their role 
Chapter 6 
i) Explore nurse perceived barriers 
to achieving role expectations in 
healthcare quality 
Chapter 6 
j) Identify how nurses’ understanding 
of their roles in healthcare quality 
maps to the domains articulated in 
the literature derived conceptual 
model  
Chapter 6 
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k) Describe nurses’ course 
aims/motivations and expectations 
at commencement of a 
postgraduate critical care course 
Chapter 7 
l) Measure nurses’ learning 
readiness using the Self-Directed 
Learning Readiness for Nurse 
Education scale  
Chapter 7 
m) Measure nurses’ confidence in 
what they know and understand 
about patient safety using the 
Health Professional Education in 
Patient Safety Survey 
Chapter 7 
n) Measure nurses’ beliefs about the 
importance of patient and family-
centred care practices using the 
Patient and Family-Centered Adult 
Intensive Care: A Self-Assessment 
Inventory  
Chapter 7 
o) Measure nurses’ perception of the 
safety cultures within their own 
practice environments using the 
Safety Attitudes Questionnaire 
Chapter 8 
p) Measure nurses’ perceptions of 
patient and family-centred care 
practices within their own practice 
environments using the Patient 
and Family-Centered Adult 
Intensive Care: A Self-Assessment 
Inventory  
Chapter 8 
 
3.10 Summary 
In this chapter, the research program and methodological defense 
regarding the selection of a two phase descriptive, longitudinal, concurrent 
mixed methods design situated within a single institution case study was 
discussed. The context of the setting for the study, and the recruitment 
strategies and procedures to achieve optimal, voluntary participation were 
presented. The data collection tools, methods of data analysis, and ethical 
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considerations of the study have been described. Research objectives have 
been aligned with the thesis chapters.  
In Chapter 4, the methods used to develop a survey instrument 
designed to measure nurses’ perceptions of their responsibilities in quality 
healthcare and test its psychometric properties are discussed. 
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Chapter 4: Instrument Development 
 
This chapter is the first of two chapters that report the methods used to 
develop and test the psychometric properties of a survey instrument designed to 
measure nurses’ perceptions of their responsibilities in quality healthcare 
(Nurses’ Responsibilities in Healthcare Quality Questionnaire, the ‘N-RiHQQ’). 
Together, Chapter 4 and Chapter 5 address the second aim of the thesis. In this 
chapter, the following research objectives are addressed. 
c) Demonstrate ‘content’ evidence validity through the development 
and selection of survey items informed by the literature-derived 
conceptual model, and by establishing face validity 
d) Demonstrate ‘internal structure’ evidence validity by pilot testing 
(reliability, internal consistency and item reduction) and structural 
equation modeling (factorial validity and internal consistency) 
e) Demonstrate ‘relations to other variables’ evidence validity by 
exploring concurrent validity of the survey with similar constructs 
using three other instruments 
f) Demonstrate reliability of the survey through pilot testing and 
test/retest measurement  
In Chapter 5, the final research objective for Aim 2 of the study is 
addressed.  
g) Examine if the survey is sensitive to change in nurses’ perceptions 
of their responsibilities for healthcare quality 
Chapter 4: Instrument Development 
134 
 
As described in Chapter 3, section 3.6, the Standards for Educational and 
Psychological Testing (the ‘Standards’) were used as a framework to develop 
and test the survey (Joint Committee on Standards for Educational and 
Psychological Testing, 2014). This involved accumulating evidence from a 
variety of sources to demonstrate the validity, reliability and fairness of the new 
instrument. To demonstrate validity, reliability, and fairness of the N-RiHQQ, a 
five step structured approach was followed. This included:  
1) item generation (content and face validity);  
2) pilot testing (reliability, internal consistency and item reduction); 
3) testing the stability of the instrument (test/retest reliability);  
4) construct validity using structural equation modelling (factorial 
validity and internal consistency), and; 
5) comparing responses to similar constructs (concurrent validity). 
Using the terminology of the Standards, ‘content’ validity evidence was 
accumulated through Step 1, and ‘internal structure’ evidence was demonstrated 
through Steps 2 and 4. Step 5 contributed ‘relations to other variables’ evidence 
for instrument validity. Reliability of the survey was assessed in Steps 2, 3 and 
4. ‘Fairness’ evidence was assessed by the ease of use of the survey and time 
spent completing the survey, (reported in this chapter), and the amount of 
missing data reported at each stage of the analyses (Step 2 and Step 4 in this 
chapter, and Section 5.2 in Chapter 5).  
The decisions made at each step in the development of the instrument 
were underpinned by the following principles. First, that the tool be parsimonious 
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and demonstrate acceptable psychometric properties. Second, that it be 
sensitive to measuring change over time. Finally, that it would capture nurses’ 
perceptions of their responsibilities across broad and high level domains of 
quality.   
In addition to the steps taken to develop the N-RiHQQ, sensitivity testing 
was performed to assess the effect of having used the same participants in both 
the construction of the N-RiHQQ (Section 4.6) and in measuring change over 
time in nurses’ perceptions of their responsibilities for healthcare quality 
(Chapter 5). The aim, rationale, method and results for sensitivity testing are 
reported in Section 4.6.  
4.1. Step 1: Item generation 
This step was conducted in Phase 1 of the study. It contributed ‘content’ 
evidence to demonstrate validity of the N-RiHQQ instrument.   
4.1.1. Method. 
4.1.1.1. Content validity. 
The conceptual model domains and the elements selected to 
operationalise each domain, described in Chapter 2, guided the selection and 
development of items tested in the pilot study in Phase 1. The seven domains 
formed the a priori subscales and contributed to establishing the content validity 
of the instrument. The wording for items was developed using a combination of 
1) guidelines for health professionals for the improvement of safety and quality 
of healthcare, 2) competency standards, and 3) existing survey items:  
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1) The Australian Safety and Quality Framework for Healthcare describes a 
vision for safe and high quality care and sets out the actions needed by 
health professionals to achieve this vision (ACSQHC, 2011). The 21 
areas for action are clustered around the ACSQHC’s three guiding 
principles that quality health care is consumer centered, driven by 
information and organised for safety. The guidelines are designed 
especially for people who directly provide healthcare services to 
consumers, patients and clients in a range of healthcare settings. The 
areas for action include health professionals’ responsibilities for ensuring 
that care is safe and aligns with best practice and established clinical 
standards, but also encompass participation in organisational quality and 
safety systems. Therefore, these guidelines were considered relevant in 
developing items for an instrument measuring nurses’ perceived 
responsibilities, and informed the wording of most items in the instrument. 
2) Eighteen of the items were based on knowledge, skills and behaviours 
competency statements from the Quality and Safety Education for Nurses 
framework (QSEN) (Cronenwett, Sherwood, Pohl, et al., 2009). These 
were selected as they captured key elements of the domains and had 
undergone a rigorous development and adoption process as nursing 
professional body statements around quality competencies. 
3) A further three items were used verbatim from the Health Professionals 
Education in Patient Safety Survey tool (H-PEPSS) (Ginsburg et al., 
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2012), ‘Managing safety risks’ and ‘Understanding human and 
environmental factors’ subscales.   
 Between five and 17 items were developed for each domain with a view 
to having an excess of items to allow for selection of the most useful items at the 
item reduction stage (de Vaus, 2014). For example, the items, “It is my 
responsibility to identify and implement safety solutions” and “It is my 
responsibility to anticipate and manage high risk solutions” both explored 
participants’ views about perceived responsibility for the element ‘managing 
safety risks’ within the domain ‘Promotion of Safety’.  
 Item development was also guided by the findings of the Entry survey in 
2013. The data collected in this phase explored students’ personal aims for 
undertaking the course, their motivations and expectations. The initial analysis 
of these findings suggested that the students did not readily nominate as course 
aims or expectations the development of professional responsibilities around 
several of the domains of the conceptual model. In particular, there were limited 
references to developing the knowledge, skills or attitudes associated with the 
domains ‘Evidence Based Practice’ and ‘Clinical Leadership and Governance’. 
Therefore, these domains were a particular focus of item development.  
 The newly developed instrument elicits participants’ level of agreement 
with each item. To do this, a 4 point Likert scale (1 = strongly disagree, 2 = 
disagree, 3 = agree, 4 = strongly agree) was selected to capture participant 
responses. Reponses also included a ‘Don’t know’ option to avoid forcing a 
response that was not reflective of the participant’s opinion, or risk missing data. 
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A ‘Don’t know’ option acknowledged that participants may genuinely not know 
how to respond to the item. Higher scores indicated greater agreement with the 
item statements. Sum scores were calculated for each a priori subscale 
(domain), rather than on a total instrument score. All items were worded 
positively (no reverse scoring) to enhance participant understanding. There were 
no free text or open questions included. Demographic information (age, gender, 
nursing experience, current clinical context and qualifications) was collected as 
part of the larger composite questionnaire. The instrument was named the 
‘Nurses Responsibilities in Healthcare Quality Questionnaire’ (N-RiHQQ). 
4.1.1.1. Face validity 
Face validity, to assess whether the instrument appears to measure the 
construct it is supposed to measure (Nagy et al., 2010), was assessed prior to 
the pilot test by seven registered nurses and three lay people known to the 
researcher and who were not potential study participants. Three of the 
registered nurses held professorial roles, were senior researchers, and were 
considered experts in assessing construct validity.  Four of the assessors held 
nursing academic teaching positions, had research experience and were also 
practicing nurse clinicians. The three lay people who provided feedback had 
similar education levels as the intended study sample but were not nurses. 
Feedback was also sought on item clarity, instrument format, instructions and 
general appearance of the instrument. Assessors provided feedback by writing 
comments and suggestions on hard copy versions of the instrument as well as 
providing verbal feedback.   
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4.1.2. Outcomes of Step 1. 
Changes were made to items in response to pre-pilot testing feedback 
including the addition and deletion of some items, rewording of several items, 
and changes to questionnaire layout (including the use of shading to delineate 
sections and improved clarity of instructions). Ninety-six items were developed 
for pilot testing of the instrument. The items, categorised by domain and the 
elements that operationalise nurses’ responsibilities in each domain, are 
illustrated in Table 4.1. Completion of Step 1 (item generation) led to Step 2, 
pilot testing the instrument for reliability and internal consistency. 
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Table 0.1  Healthcare quality domains, definitions, elements, pilot items and sources 
Domain Broad definition of 
domain 
Elements operationalising 
nurses’ responsibilities in the 
domain 
Items pilot tested in Phase 1 
 
“As a registered nurse, it is my responsibility…….” 
Management of 
the Environment 
Encapsulates nurses’ 
responsibilities to 
maintain an 
appropriate, healing 
physical space in 
which a health care 
service is delivered. 
 Noise minimization 
 Clean and tidy environment 
 Patient privacy 
 Appropriate lighting 
 Patient and family comfort 
1. to ensure my patients’ environment is clean  
2. to advocate for private, comfortable spaces for patients’ 
families and friends  
3. to participate in planning changes to workspaces in my unit 
4. to protect my patient’s privacy in my unit 
5. to promote a quiet environment in the unit for my patients 
    
Promotion of 
Safety 
Refers to a nurse’s 
responsibility to 
provide care that 
minimizes risks and 
harm to service 
users. It avoids 
injuries to patients 
from the care that is 
intended to help 
them (Institute of 
Medicine, 2001; 
World Health 
Organization, 2006) 
 Risk identification and 
management 
 Error reporting 
 Infection prevention 
 Medication safety 
 Safety procedure 
compliance 
 Understanding human and 
environmental factors that 
mitigate harm (includes 
teamwork, communication) 
 Recognition and response to 
adverse events including 
clinical deterioration 
 Safety culture promotion 
 Personal safety awareness 
6. to identify and implement safety solutionsa 
7. to anticipate and manage high risk situationsa 
8. to understand the role of environmental factors such as 
work flow, ergonomics, and resources, that effect patient 
safetyb 
9. to speak with my unit manager if I believe I do not have the 
skills to manage  my patient allocation 
10. to speak with my unit manager if I believe I can’t manage 
my workload 
11. to suggest improvements that would reduce error in my 
unit  
12. to speak up if I perceive a safety problem with patient care 
in my unit 
13. to speak up if I perceive a problem with the quality of a 
patient’s care in my unit 
14. to fill out an incident report every time there is an error, 
even if there was no adverse event 
15. to ask questions when there is something I don’t 
understand 
16. to communicate patient information at handover using an 
approved handover tool 
17. to access existing resources to design and implement 
improvements in practice in my unit (e.g., National Safety 
and Quality Health Service Standards)c 
Chapter 4: Instrument Development 
141 
 
Domain Broad definition of 
domain 
Elements operationalising 
nurses’ responsibilities in the 
domain 
Items pilot tested in Phase 1 
 
“As a registered nurse, it is my responsibility…….” 
18. to promote systems that reduce reliance on memory (e.g. 
handover tools, electronic medication chart)d 
    
Evidence Based 
Practice 
Involves giving 
consideration to the 
best available 
evidence; the context 
in which the care is 
delivered; client 
preference; and the 
professional 
judgement of the 
health professional 
(Pearson et al., 
2005; Sackett et al., 
1996). 
 Formulation of clinical 
questions 
 Critical appraisal and 
synthesis of evidence 
 Evidence development and 
generation 
 Evidence dissemination 
 Knowledge translation 
 Evaluation of evidence 
based decisions and 
practices 
 Understanding of research 
and statistical terms and 
methods  
19. to find evidence-based guidelines to inform my practice in 
my unit 
20. to use evidence-based guidelines to inform my practice  
21. to update evidence-based practice guidelines in my unit 
22. to develop policy and procedural guidelines about clinical 
issues in my unit 
23. to initiate changes in policy and procedural guidelines about 
clinical practice  
24. to be involved in research projects under supervision  
25. to collect data about patient satisfaction with their health care 
experience  
26. to document variations from agreed guidelines (for example, 
care plans)  
27. to be sure that the care I am giving in my unit is based on 
best evidence 
28. to role model clinical decision making based on evidence, 
clinical expertise, and patient/family/community preferencese 
29. to employ efficient and effective search strategies to answer 
focused clinical or health system practicese 
30. to critically appraise original research and evidence 
summaries related to my area of practicee 
31. to use quality improvement methods to address gaps in 
evidence based guidelinese 
32. to build consensus among key stakeholders through the use 
of change theory to create evidence-based caree 
33. to lead and marshal the resources for change that supports 
evidence-based practicee 
34. to implement care practices based on strength of available 
evidencee 
35. to participate in designing organisational systems that 
support evidence-based practicee 
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Domain Broad definition of 
domain 
Elements operationalising 
nurses’ responsibilities in the 
domain 
Items pilot tested in Phase 1 
 
“As a registered nurse, it is my responsibility…….” 
    
Medical / 
Technical 
Competence 
Refers to the 
discipline and 
context specific 
knowledge and 
psychomotor skills a 
registered nurse 
needs to provide 
quality healthcare. 
 Discipline and context 
specific knowledge 
 Psychomotor skill 
 Technical skill 
 Health informatics 
proficiency 
 Critical thinking and problem 
solving 
36. to have a good understanding of the anatomy and 
physiology underlying my patient’s assessment findings and 
management strategies 
37. to have a good working knowledge of all the treatments my 
patient receives 
38. to make sure my patients get treatments when they need 
them 
39. to ask colleagues how to perform a clinical procedure if I am 
unsure  
40. to effectively use the technical equipment in my unit 
41. to participate in the selection, design, implementation and 
evaluation of information systemsf 
42. to participate in the design of clinical decision support (CDS) 
systems (e.g., alerts and reminders in electronic health 
records)f 
43. to access and evaluate high quality electronic sources of 
health care informationf 
Person Centred 
Care 
Nursing care that 
takes into account 
the preferences and 
cultures of individual 
service users and 
their communities. 
Nurses have a 
responsibility to 
respect and respond 
to individual needs 
(ACSQHC 2014b; 
Institute for Patient 
and Family-Centered 
Care, 2010; IOM 
2001; WHO 2006). 
 Partnership with patients and 
families 
 Recognition of patient 
preferences 
 Patient advocacy 
 Empathy and care 
 Provision of holistic care 
 Equitable, accessible 
healthcare  
 Cultural competency 
 Cultural knowledge and 
sensitivity 
44. to organise patient care to meet patient and family 
preferences 
45. to explain to families my patient’s condition  
46. to explain to families my nursing assessment and 
management 
47. to  make sure my patients get the food they like 
48. to tell my patient when an error has occurred whether or not 
there was an adverse event 
49. to include family members in the care of my patient if 
acceptable to the patient (e.g. hygiene care) 
50. to ask questions on behalf of my patient during the ward 
round 
51. to raise issues of concern about my patient’s condition 
during the ward round 
52. to ensure families are present on ward rounds if the 
patient/family wishes  
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Domain Broad definition of 
domain 
Elements operationalising 
nurses’ responsibilities in the 
domain 
Items pilot tested in Phase 1 
 
“As a registered nurse, it is my responsibility…….” 
53. to actively seek the participation of family members in patient 
care 
54. to acknowledge patients as a participant in the health care 
team 
55. to ensure the patient is the central focus of care 
56. to explain my hospital’s mission statement/ core business to 
my patients 
57. to ensure my patients get the information they need 
58. to develop a therapeutic relationship with every patient 
59. to know what my patients believe are their priorities for care 
60. to continuously assess and monitor my own efforts to be 
patient-centeredg 
61. to be aware of my patients’ health literacy 
62. to ensure my patients needs are met in a timely fashion 
    
Positive 
Interpersonal 
Behaviours 
Refers to the 
communication skills, 
team behaviours and 
personal attributes 
that promote safe 
and quality 
healthcare. 
 Being ethical  
 Professionalism 
 Collaboration 
 Team work climate 
 Team leadership 
 Team orientation 
 Mutual support 
 Effective communication 
 Situation assessment and 
advocacy 
 Conflict resolution 
 Adaptability 
 Ownership/accountability/rol
e responsibility 
 Mutual performance 
monitoring 
 Emotional intelligence 
63. to address conflict in my relationships with other health care 
professionals 
64. to reflect on my practice and make changes when I see room 
for improvement 
65. to manage conflict with other non-nursing members of the 
health care team 
66. to speak with my unit manager if I believe I am rostered 
unfairly 
67. to identify the areas of my practice that need development 
68. to tell my colleagues about areas of their practice that need 
development 
69. to speak up when I see something unsafe 
70. to actively seek feedback about my own performance 
71. to change the way I communicate if my work relationships 
are not going well 
72. to act as a preceptor/ mentor for new staff 
73. to understand any culturally specific health care needs of my 
patients 
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Domain Broad definition of 
domain 
Elements operationalising 
nurses’ responsibilities in the 
domain 
Items pilot tested in Phase 1 
 
“As a registered nurse, it is my responsibility…….” 
 Life-long learning 
 Reflective practice 
74. to liaise with other health professionals in planning and 
implementing care 
75. to own up when I have made a mistake 
76. to have empathy for my patient 
    
Clinical 
Leadership and 
Governance 
Refers to a 
registered nurse’s 
behaviour that 
provides direction 
and support to clients 
and the healthcare 
team in the delivery 
of patient care 
(Patrick et al., 2011). 
They have a role to 
play in clinical 
governance, sharing 
responsibility and 
accountability with 
the governing body, 
managers, other 
clinicians and staff 
for quality 
improvement, 
minimising risks, and 
fostering an 
environment of 
excellence in care for 
clients and their 
families (Department 
of Health and 
Ageing, 2010). 
 Initiation, monitoring and 
participation in quality 
improvement strategies 
 Unit based/direct care 
strategic leadership 
 Mobilising others  
 Mentorship 
 Research activity 
 Professional development  
 Systems knowledge 
 Supervision and education of 
other members of the 
healthcare team 
77. to participate in research in my clinical area 
78. to participate in root cause analysis meetings after a 
workplace event that led to patient harm in my unit 
79. to communicate lapses in hand hygiene compliance to 
staff in my unit 
80. to communicate lapses in falls risk assessment or 
treatment to other staff in my unit 
81. to be a member of on ward/unit committees (for example, 
clinical audit, education, risk management) 
82. to initiate in-service education sessions in my unit 
83. to improve efficiency in the nursing care delivery in my unit 
84. to lead quality improvements projects in my unit 
85. to translate findings from clinical audits in my unit into 
practice 
86. to collect clinical audit data 
87. to analyse clinical audit data 
88. to feedback clinical audit data to staff 
89. to implement change in response to clinical audit data 
90. to understand how hospitals are funded 
91. to understand how hospital performance is measured 
92. to understand the best staff allocation /work models for my 
unit 
93. to measure nurse sensitive outcomes in my unit 
94. to use quality indicators and benchmarks for improving 
system processes and outcomes in my unith 
95. to participate in analysis of databases as sources of 
information for improving patient care in my unith 
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Domain Broad definition of 
domain 
Elements operationalising 
nurses’ responsibilities in the 
domain 
Items pilot tested in Phase 1 
 
“As a registered nurse, it is my responsibility…….” 
96. to participate in the design and monitoring of ethical 
oversight of continuous quality improvement projects in my 
unith 
aH-PEPSS Subscale - Managing Safety Risks; bH-PEPSS Subscale - Understanding human and environmental factors; cQSEN Domain - Safety 
(modified for Australian context); dQSEN Domain – Safety; eQSEN Domain - Evidence-based practice; fQSEN Domain - Informatics; gQSEN Domain - 
Person-centred care; hQSEN Domain - Quality improvement 
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4.2. Step 2. Pilot Testing the N-RiHQQ 
This step was conducted in Phase 1 and contributed ‘internal 
structure’ evidence to demonstrate the validity of the N-RiHQQ instrument.  
4.2.1. Method. 
Pilot testing was performed to test methods of data collection and 
analysis. The pilot testing phase included preliminary assessment of the 
psychometric properties of the N-RiHQQ survey to test whether the 
theoretical item groupings (the a priori domains) had an empirical basis. This 
step identified instrument items that were redundant and/or did not 
discriminate between participants to inform decisions about item retention or 
deletion for a parsimonious instrument (Rattray & Jones, 2007). 
4.2.1.1. Sample and data collection. 
The sample and data collection procedure were described in Chapter 
3. The newly developed instrument (N-RiHQQ) took approximately 25 
minutes to complete. The pilot testing phase of the study was conducted with 
the 2014 cohort of postgraduate critical care students. Data were collected in 
May (Point 1, n = 75, response rate 67%), and again in September (Point 2, 
n = 63, response rate 60%). To achieve a higher level of internal consistency, 
the two samples were analysed separately as two independent samples and 
results were compared to evaluate between-cohorts variabilities.  
4.2.1.2. Data analysis. 
Data analyses were carried out using the IBM Statistical Package for 
the Social Sciences for Windows (SPSS, v23). First, data were analysed 
using a complete case analysis approach, the commonly used method of 
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excluding observations with missing values. Next the pattern of missing data 
was investigated. Univariate statistics, including number of non-missing 
values, mean, standard deviation, number of missing values, and number of 
extreme values were calculated. Estimated means, covariance matrix, and 
correlation matrix for the imputed data set, using expectation maximisation 
methods was compared with complete case analysis. Little's missing 
completely at random (MCAR) test was used to test the missing completely 
at random assumption. Little’s MCAR test is the most common test for 
assessing whether missing cases are missing completely at random (Little, 
1988). If the p value for Little's MCAR test is not significant, then the data 
may be assumed to be MCAR and missingness is assumed not to matter for 
the analysis. Multiple imputation was performed with five imputations for 
filling in the missing items. These imputed data sets were used to perform 
reliability analyses. Internal consistency reliability was measured using 
Cronbach’s coefficient alpha (Cronbach, 1951) and corrected item-total 
correlation coefficients. Items were analysed within their a priori subscale. In 
a sensitivity analysis the results of the reliability analyses from imputed data 
sets were compared with complete case findings. This demonstrated similar 
results as shown in Table 4.3. 
4.2.1.3. Item reduction decision rules. 
An objective of Step 2 was to reduce the number of items in the 
instrument, based on the reliability results, to develop a more parsimonious 
tool. A set of decision rules were developed to guide deletion and retention of 
items. 
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1. If an item had a corrected item total correlation >.6, it was considered 
to be too like other items to add any new value to the subscale so was 
considered for deletion (Field, 2013; Pallant, 2013; Tabachnick & 
Fidell, 2014). 
2. If an item had a poor distribution of responses (for example, if a very 
high percentage of respondents chose ‘agree’ or ‘strongly agree’) the 
item was considered for removal. Items with < 90% agreement were 
considered useful, items with an overall agreement of 90% or above 
were generally discarded unless they were considered to contribute 
something unique to the concept (addressed a concept not 
represented by another item in the subscale). Retaining items that 
demonstrated some variability in distribution of responses was 
considered important to enable the use of the tool in future research to 
measure change in responses over time and differences between 
groups.  
3. If an item demonstrated poor inter-item correlation, it was considered 
for deletion. Acceptable corrected item-total correlations, a measure of 
whether an item correlates well with the total score for the scale, were 
considered to be > .3 (Field, 2013). 
4. Items for which deletion would result in a higher Cronbach’s alpha 
were considered for deletion. 
5. If an item was considered unique, addressing an important element 
not addressed in another item, it was considered for retention despite 
breaching one or more of the other decision rules. 
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4.2.2. Outcomes of Step 2. 
4.2.2.1. Characteristics of study sample. 
Eighty-seven participants responded at either Point 1, Point 2, or at 
both, resulting in 138 survey responses (N = 82%). There were 75 
participants at Point 1 and 63 participants at Point 2. Demographic 
characteristics for the 87 participants are presented in Table 4.2. Participants 
were mostly female (n = 80, 92%) and between the ages of 23 to 48 (M = 29, 
SD = 6.08) years. The majority held a Bachelor of Nursing (n = 68, 78.2%) or 
a preregistration Master of Nursing (n = 2, 2.3%) degree as their highest 
qualification and almost half the sample had worked in a critical care area for 
less than two years (n = 43, 49.4%). The majority of the sample (n = 76, 
87%) were employed in a metropolitan public or private hospital. Twenty 
percent of participants were enrolled in the Emergency Nursing course, 40% 
(n = 35) were studying Intensive or Critical Care nursing, and 39% (n = 34) 
were enrolled in the Cardiac course.  
Table 0.2  Characteristics of Study Participants in Pilot Testing Step 2 
Characteristic N = 87 (%) 
Age   
Mean (SD) 28.98 (6.08)  
Median 27  
22 - 25 30 (34.5) 
26 - 35 45 (51.7) 
36 - 45 9 (10.3) 
>45 3 (3.4) 
Female 80 (92) 
Years in nursing since RN registration   
Mean (±SD) 5.87 (5.21)  
Median  3.67  
Less than 5  54 (62.1) 
5 to less than 10 20 (23) 
10 to less than 20 9 (10.3) 
More than 20  4 (4.6) 
Years in critical care area   
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4.2.2.2. Internal consistency. 
In the analysis, with the exception of one item at each data collection 
point (discussed below), all inter-item correlations were well above the 
recommended .3 (Field, 2013) suggesting that the items within each 
subscale correlated well with the other items in that subscale. The coefficient 
of reliability (Cronbach’s alpha) for each a priori ‘domain’ (or subscale) 
was .85 - .95 at Point 1 and .70 to .96 at Point 2, indicating that 70-96% of 
the scores could be attributed to reliable variance and suggesting very good 
internal consistency reliability for the scale subscales with these two samples 
(Kline, 1999). Thus between-cohort variability was negligible and the internal 
consistency of the instrument across different time points with different 
samples was supported by the pilot test data. 
Mean (SD) 3.35 (3.47)  
Median 2  
Less than 1  15 (17.2) 
1 to less than 2  28 (32.2) 
2 to less than 5  25 (28.7) 
5 to less than 10  11 (12.6) 
More than 10 8 (9.2) 
Specialty course   
Intensive care 29 (33.3) 
Cardiac care 34 (39.1) 
Emergency care 18 (20.7) 
Critical care 6 (6.9) 
Employer   
Public metropolitan 38 (43.7) 
Private metropolitan 38 (43.7) 
Public regional/rural 8 (9.1) 
Highest nursing qualification   
Hospital certificate or Diploma of 
Nursing  
11 (12.6) 
Bachelor of Nursing or preregistration 
Masters in Nursinga 
70 (80.5) 
Postgraduate Certificate or Diploma  6 (6.9) 
aEntry to practice Master of Nursing   
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The proportion of missing data was minimal and Little’s MCAR test 
indicated that missing values were missing completely at random (MCAR) 
(Point 1: χ2 = 2760.899, df = 3482, p = > .999, Point 2: χ2 = 1522.594, df = 
2238, p = > .999). The reliability results were replicable and robust after 
multiple imputation for missing data. The Cronbach’s alpha for each domain 
in the original data sets, and the range of alphas in the five sets of data, 
generated by multiple imputation at each point, are illustrated in Table 4.3. 
 
Table 0.3  Comparison of Cronbach Alpha’s in Original and Multiple 
Imputation Data 
Domain Point 1 Point 2 
 Original 
data α 
Imputed 
data α 
Original 
data α 
Imputed 
data α 
Management of the 
Environment 
.851 .806 - .867 .697 .611 - .680 
Promotion of 
Safety 
.896 .867 - .875 .896 .869 - .889 
Evidence Based 
Practice 
.932 .898 - .907 .938 .927 - .934 
Medical / Technical 
Competence 
.854 .778 - .811 .752 .710 - .782 
Person Centred 
Care 
.918 .891 - .906 .916 .897 - .917 
Positive 
Interpersonal 
Behaviours 
.884 .873 - .884 .906 .896 - .914 
Clinical Leadership 
and Governance 
.950 .928 - .934 .964 .945 - .949 
Note. α = Cronbach’s alpha 
4.2.2.3. Item reduction 
Using the agreed item reduction decision rules described above, the 
internal consistency results from both data collection points were examined 
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and a decision was made to remove or retain each item. Thirty-three items 
from the original instrument were discarded (see Table 4.4).  
At this stage, sixty-three items were retained for one or more of the 
following reasons: 1) the item correlation was > .3, and < .6; 2) the item was 
only marginally over the .6 item correlation cut off; 3) the item demonstrated 
good distribution of responses; 4) deletion would only marginally improve the 
already high alpha coefficients; and 5) the item was considered to address an 
important and unique aspect of responsibilities in quality healthcare that was 
not captured in other items. Specifically, Item 3 at Point 2 and Item 68 at 
Point 1 had low inter-item correlation (below .3), suggesting the items did not 
belong in their respective subscales. Removal of each would have increased 
the Cronbach’s alpha for each subscale. However, the items were retained 
because they had good distribution in responses, were considered important 
concepts, and had an acceptable inter-item correlation at the other time 
point. In the case of Item 3, it was arguably in the wrong a priori subscale. 
This item, ‘to participate in planning changes to workspaces in my unit’ could 
also belong in the ‘Promotion of Safety’ domain, rather than under 
‘Maintenance of the Environment’, as participants likely perceived that 
planning changes to workplaces is ultimately about improving the safety of 
patients and staff. As four of the five items belonging to ‘Maintenance of the 
Environment’ were discarded at this stage, and the one remaining item from 
this subscale (Item 3) was moved to the ‘Promotion of Safety’ subscale for 
the next step of exploratory analyses, the number of instrument subscales 
was reduced to six at the end of the pilot testing phase.  
Further scrutiny of all items, and consultation with supervisors resulted 
in minor changes to the wording of three items in the ‘Evidence Based 
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Practice’ domain to promote item clarity and relevance to clinicians (see 
Appendix N). The decisions made for each item and the rationales for the 
decision are illustrated in Table 4.4 along with the results of the tests of 
internal consistency reliability on the Point 1 and the Point 2 Pilot data sets. 
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Table 0.4  Internal Consistency Results at both Point 1 (N =75) and Point 2 (N = 63) with Item Deletion and Retention Decisions 
Domain 
subscale 
Item: 
As a registered nurse, it is my 
responsibility: 
Time 
Point 
Item 
total 
correl-
ation 
α if item 
deleted 
Considered for item 
deletion 
Considered for item retention Decision 
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Management 
of the 
Environment 
1. to ensure my patients’ 
environment is clean 
1 .692 .817 ✔ ✔ 98.6      
Discard 
2 .620 .589 ✔ ✔  100      
2. to advocate for private, 
comfortable spaces for 
patients’ families and friends 
1 .807 .778 ✔ ✔ 91.7      
Discard 
2 .542 .608  ✔ 
 
95.2 ✔     
3. to participate in planning 
changes to workspaces in my 
unit 
1 .667 .829 ✔    ✔ 72.2 ✔ ✔ 
Retain 
2 .251 .765   
 
 ✔ 87.3 ✔  
4. to protect my patient’s privacy 
in my unit 
1 .639 .833 ✔ ✔ 100      
Discard 
2 .636 .619 ✔ ✔ 96.8      
5. to promote a quiet 
environment in the unit for my 
patients 
1 .592 .838  ✔ 91.6 ✔     
Discard 
2 .433 .658  ✔ 
92.1 
✔      
1 
Subscale α. = 
.851   
 
  
Discard total = 4 items 
2 
Subscale α. = 
.697   
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Domain 
subscale 
Item: 
As a registered nurse, it is my 
responsibility: 
Time 
Point 
Item 
total 
correl-
ation 
α if item 
deleted 
Considered for item 
deletion 
Considered for item retention Decision 
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Promotion of 
Safety 
6. to identify and implement 
safety solutions 
1 .633 .886 ✔ ✔ 94.4    ✔ ✔ 
Retain 
2 .494 .893  ✔ 96.8 ✔     
7. to anticipate and manage high 
risk situations 
1 .672 .884 ✔ ✔ 93    ✔ ✔ 
Retain 
2 .539 .891  ✔ 96.8 ✔     
8. to understand the role of 
environmental factors such as 
work flow, ergonomics, and 
resources, that effect patient 
safety 
1 .535 .893    ✔ ✔ 70.8 ✔  
Retain 
2 .585 .891    ✔ ✔ 84.1   
9. to speak with my unit manager 
if I believe I do not have the 
skills to manage my patient 
allocation 
1 .696 .885 ✔ ✔ 98.6      
Discard 
2 .637 .887 ✔ ✔ 
 
96.8 
     
10. to speak with my unit manager 
if I believe I can’t manage my 
workload 
1 .598 .888  ✔ 93.5 ✔     
Discard 
2 .757 .881 ✔ ✔ 
 
95.2      
11. to suggest improvements that 
would reduce error in my unit 
 
 
1 .612 .887 ✔ ✔ 90.3    ✔  
Retain 
2 .779 0.88 ✔ ✔ 
 
 
95.2      
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Domain 
subscale 
Item: 
As a registered nurse, it is my 
responsibility: 
Time 
Point 
Item 
total 
correl-
ation 
α if item 
deleted 
Considered for item 
deletion 
Considered for item retention Decision 
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12. to speak up if I perceive a 
safety problem with patient 
care in my unit 
1 .646 .886 ✔ ✔ 97.2      
Discard 
2 .713 .884 ✔ ✔ 
 
95.2      
13. to speak up if I perceive a 
problem with the quality of a 
patient’s care in my unit 
1 .693 .884 ✔ ✔ 95.6      
Discard 
2 .598 .889  ✔ 
 
96.8 ✔     
14. to fill out an incident report 
every time there is an error, 
even if there was no adverse 
event 
1 .536 .891  ✔ 91.6 ✔     
Retain 
2 .675 .886 ✔ ✔ 
 
 ✔ 87.3   
15. to ask questions when there is 
something I don’t understand 
1 .700 .887 ✔ ✔ 98.6      
Discard 
2 .566 .891  ✔ 98.4 ✔     
16. to communicate patient 
information at handover using 
an approved handover tool 
1 .620 .887 ✔ ✔ 95.8      
Discard 
2 .334 .900   
 
✔ ✔ 88.9   
17. to access existing resources 
to design and implement 
improvements in practice in 
my unit  
1 .608 .887 ✔    ✔ 87.5  ✔ 
Retain 
2 .693 .883 ✔ ✔ 
 
 
92.1      
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Domain 
subscale 
Item: 
As a registered nurse, it is my 
responsibility: 
Time 
Point 
Item 
total 
correl-
ation 
α if item 
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Considered for item 
deletion 
Considered for item retention Decision 
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18. to promote systems that 
reduce reliance on memory  
 
1 .462 .898   
 
✔ ✔ 78   Retain 
2 .587 .890    ✔ ✔ 81   
 
1 
Subscale α. = 
.896   
 
   
Discard total = 6 items 
2 
Subscale α. = 
.896   
 
   
 
 
19. to find evidence-based 
guidelines to inform my 
practice 
1 .536 .930    ✔ ✔ 87.5   
Retain 
2 .521 .937  ✔ 
92.1 
✔     
20. to use evidence-based 
guidelines to inform my 
practice 
1 .507 .931  ✔ 95.8 ✔     
Discard 
2 .370 .939  ✔ 
98.4 
✔     
21. to update evidence-based 
practice guidelines in my unit 
1 .668 .928 ✔    ✔ 65.3  ✔ 
Retain 
2 .776 .931 ✔    ✔ 71.4   
22. to develop policy and 
procedural guidelines about 
clinical issues in my unit 
1 .745 .926 ✔    ✔ 50   
Retain 
2 .748 .932 ✔  
 
 ✔ 63.5   
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Domain 
subscale 
Item: 
As a registered nurse, it is my 
responsibility: 
Time 
Point 
Item 
total 
correl-
ation 
α if item 
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Considered for item 
deletion 
Considered for item retention Decision 
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23. to initiate changes in policy 
and procedural guidelines 
about clinical practice in my 
unit 
 
 
1 .744 .925 ✔  
 
 ✔ 62.5   Retain 
2 .821 .930 ✔    ✔ 77.8   
24. to be involved in research 
projects under supervision in 
my unit 
1 .377 .934    ✔ ✔ 60.9   
Retain 
2 .657 .934 ✔  
 
 ✔ 77.8   
25. to collect data from patients 
about whether they are 
satisfied with their health care 
experience 
1 .478 .933    ✔ ✔ 62.5   
Retain 
2 .815 .930 ✔  
 
 ✔ 71.4   
26. to document variations from 
agreed guidelines (for 
example, care plans) 
1 .515 .931    ✔ ✔ 87.3   
Retain 
2 .588 .936  ✔ 
90.5 
✔     
27. to be sure that the care I am 
giving in my unit is based on 
best evidence 
1 .508 .931  ✔ 92.9 ✔     
Retain 
2 .479 .937  ✔ 
 
98.4 ✔     
28. to role model clinical decision 
making based on evidence, 1  .928 ✔ ✔ 
 
94.5      
Discard 
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Domain 
subscale 
Item: 
As a registered nurse, it is my 
responsibility: 
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Point 
Item 
total 
correl-
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clinical expertise, and 
patient/family/community 
preferences 2 .303 .940  ✔ 
 
 
95.2 ✔     
29. to employ efficient and 
effective search strategies to 
answer clinical or health 
system practices 
1 .772 .925 ✔    ✔ 77.7 ✔  
Retain 
2 .620 .935 ✔ ✔ 
 
 
90.5      
30. to critically appraise original 
research and evidence 
summaries related to my area 
of practice 
1 .798 .924 ✔    ✔ 72.2   
Retain 
2 .860 .929 ✔  
 
 ✔ 74.6   
31. to use quality improvement 
methods to address gaps in 
evidence based guidelines 
1 .780 .925 ✔    ✔ 73.6   
Retain 
2 .834 .93 ✔  
 
 ✔ 74.6   
32. to build consensus among key 
stakeholders through the use 
of change theory to create 
evidence-based care 
1 .754 .925 ✔    ✔ 54.2   
Retain 
2 .781 .931 ✔  
 
 ✔ 57.1  
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Item: 
As a registered nurse, it is my 
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33. to lead and marshal the 
resources for change that 
support evidence-based 
practice 
 
 
 
1 .700 .927 ✔  
 
 ✔ 54.1   Retain 
2 .650 .934 ✔  
 
 ✔ 68.3   
34. to implement care practices 
based on strength of available 
evidence 
1 .734 .926 ✔    ✔ 82.4   
Retain 
2 .613 .935 ✔  
 
 ✔ 84.1   
35. to participate in designing 
organisational systems that 
support evidence-based 
practice 
1 .687 .927 ✔    ✔ 63   
Retain 
2 .668 .934 ✔  
 
 ✔ 58.7    
1 
Subscale α. = 
.932   
 
   
Discard total = 2 items 
2 
Subscale α. = 
.933   
 
   
Medical / 
Technical 
Competence 
36. to have a good understanding 
of the anatomy and physiology 
underlying my patient’s 
assessment findings and 
management strategies 
1 .594 .839  ✔ 
 
 
98.7 ✔     Retain 
2 .421 .732  ✔ 96.8 ✔     
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37. to have a good working 
knowledge of all the 
treatments my patient receives 
1 .651 .832 ✔ ✔ 97.3    ✔ ✔ 
Retain 
2 .460 .725  ✔ 
95.2 
✔     
38. to make sure my patients get 
treatments when they need 
them 
1 .592 .838  ✔ 98.7 ✔     
Discard 
2 .571 .712  ✔ 
96.8 
✔     
39. to ask colleagues how to 
perform a clinical procedure if 
I am unsure 
1 .705 .832 ✔ ✔ 98.6      
Discard 
2 .400 .736  ✔ 
96.8 
✔     
40. to effectively use the technical 
equipment in my unit 
1 .628 .836 ✔ ✔ 97.7      
Discard 
2 .522 .720  ✔ 96.8 ✔     
41. to participate in the selection, 
design, implementation and 
evaluation of information 
systems 
 
 
1 .596 .841   
 
✔ ✔ 68.5   Retain 
2 .448 .731    ✔ ✔ 65.1   
42. to participate in the design of 
clinical decision support (CDS) 
systems (e.g., alerts and 
reminders in electronic health 
records) 
1 .630 .837 ✔     60.3  ✔ 
Retain 
2 .471 .728   
 
✔ ✔ 65.1   
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Domain 
subscale 
Item: 
As a registered nurse, it is my 
responsibility: 
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Point 
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total 
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43. to access and evaluate high 
quality electronic sources of 
health care information 
1 .628 .835 ✔    ✔ 74.3  ✔ 
Retain 
2 .470 .724   
 
✔ ✔ 82.5    
1 
Subscale α. = 
.854   
 
   
Discard total = 3 items 
2 
Subscale α. = 
.752   
 
   
Person 
Centred Care 
44. to organise patient care to 
meet patient and family 
preferences 
1 .623 .913 ✔ ✔ 91.9    ✔ ✔ 
Retain 
2 .454 .914  ✔ 
93.7 
✔     
45. to explain to families my 
patient’s condition 
1 .454 .914    ✔ ✔ 88   
Retain 
2 .482 .914    ✔ ✔ 87.3   
46. to explain to families my 
nursing assessment and 
management 
1 .528 .915  ✔ 95.9 ✔     
Retain 
2 .552 .912  ✔ 
 
90.5 ✔     
47. to  make sure my patients get 
the food they like 
1 .446 .919    ✔ ✔ 70.2   
Retain 
2 .527 .914    ✔ ✔ 82.5   
48. to tell my patient when an 
error has occurred whether or 
 
1 .424 .919   
 
✔ ✔ 73.3   
Retain 
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Domain 
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Item: 
As a registered nurse, it is my 
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not there was an adverse 
event 2 .590 .911   
 
✔ ✔ 85.7   
49. to include family members in 
the care of my patient if 
acceptable to the patient  
1 .653 .913 ✔ ✔ 94.5     ✔ 
Retain 
2 .567 .912   
 
✔ ✔ 84.1   
50. to ask questions on behalf of 
my patient during the ward 
round 
1 .641 .913 ✔ ✔ 98.7      
Discard 
2 .419 .915  ✔ 
 
96.8 ✔     
51. to raise issues of concern 
about my patient’s condition 
during the ward round 
 
 
1 .539 .915  ✔ 
 
 
95.9 ✔     Discard 
2 .372 .916  ✔ 
 
93.7 ✔     
52. to ensure families are present 
on ward rounds if the 
patient/family wishes 
1 .622 .913 ✔    ✔ 83.6  ✔ 
Retain 
2 .372 .916  ✔ 
 
96.9 ✔   
 
  
53. to actively seek the 
participation of family 
members in patient care 
 
 
1 .743 .910 ✔  
 
 ✔ 79.7   Retain 
2 .642 .91 ✔    ✔ 82.5   
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54. to acknowledge patients as a 
participant in the health care 
team 
1 .733 .911 ✔ ✔ 95.9      
Discard 
2 .689 .909 ✔  
 
 ✔ 84.1   
55. to ensure the patient is the 
central focus of care 
1 .732 .912 ✔ ✔ 98.7      
Discard 
2 .747 .909 ✔ ✔ 95.2      
56. to explain my hospital’s 
mission statement/ core 
business to my patients 
1 .538 .916    ✔ ✔ 51.3   
Retain 
2 .546 .915   
 
✔ ✔ 50.4   
57. to ensure my patients get the 
information they need 
 
1 .650 .913 ✔ ✔ 
 
95.9      Discard 
2 .759 .908 ✔ ✔ 95.2      
58. to develop a therapeutic 
relationship with every patient 
1 .640 .913 ✔ ✔ 95.9      
Discard 
2 .506 .913  ✔ 92.1 ✔     
59. to know what my patients 
believe are their priorities for 
care 
1 .668 .913 ✔ ✔ 97.2      
Discard 
2 .678 .910 ✔ ✔ 
93.7 
     
60. to continuously assess and 
monitor my own efforts to be 
patient-centred 
1 .605 .914 ✔ ✔ 98.7     ✔ 
Retain 
2 .692 .91 ✔ ✔ 
 
95.2      
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61. to be aware of my patients’ 
health literacy 
 
1 .673 .912 ✔ ✔ 97.3    ✔  
Retain 
2 .694 .909 ✔ ✔ 
92.1 
     
62. to ensure my patients needs 
are met in a timely fashion 
1 .584 .914  ✔ 97.3 ✔     
Discard 
2 .710 .909 ✔ ✔ 96.8       
1 
Subscale α. = 
0.918   
 
   
Discard total  = 8 items 
2 
Subscale α. = 
0.916   
 
   
Positive 
Interpersonal 
Behaviours 
63. to address conflict in my 
relationships with other health 
care professionals 
1 .634 .873 ✔ ✔ 90.6  ✔  ✔ ✔ 
Retain 
2 .735 .895 ✔ ✔ 
 
93.7      
64. to reflect on my practice and 
make changes when I see 
room for improvement 
1 .554 .877  ✔ 98.6 ✔     
Retain 
2 .803 .893 ✔ ✔ 
 
95.2      
65. to manage conflict with other 
non-nursing members of the 
health care team 
1 .656 .872 ✔  90.4  ✔  ✔ ✔ 
Retain 
2 .555 .902  ✔ 
 
90.5 ✔     
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66. to speak with my unit manager 
if I believe I am rostered 
unfairly 
 
 
 
1 .581 .876  ✔ 
 
 
96 ✔     Discard 
2 .725 .896 ✔ ✔ 96.8      
67. to identify the areas of my 
practice that need 
development 
1 .644 .873 ✔ ✔ 97.3      
Discard 
2 .782 .893 ✔ ✔ 
 
95.2      
68. to tell my colleagues about 
areas of their practice that 
need development 
1 .186 .898 ✔    ✔ 64.4 ✔  
Retain 
2 .347 .919   
 
✔ ✔ 69.8   
69. to speak up when I see 
something unsafe 
 
 
1 .688 .871 ✔ ✔ 
 
 
98.6    ✔  Retain 
2 .604 .900 ✔ ✔ 90.5      
70. to actively seek feedback 
about my own performance 
1 .517 .879  ✔ 100 ✔   ✔  
Retain 
2 .661 .898 ✔ ✔ 95.2      
71. to change the way I 
communicate if my work 
relationships are not going 
well 
1 .513 .879  ✔ 94.3 ✔     
Discard 
2 .716 .896 ✔ ✔ 
 
 
96.8      
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72. to act as a preceptor/ mentor 
for new staff 
 
1 .606 .874 ✔ ✔ 91.8    ✔ ✔ 
Retain 
2 .559 .902  ✔ 
90.5 
✔     
73. to understand any culturally 
specific health care needs of 
my patients 
1 .645 .872 ✔ ✔ 98.6      
Discard 
2 .539 .902  ✔ 
 
98.4 ✔     
74. to liaise with other health 
professionals in planning and 
implementing care 
1 .703 .871 ✔ ✔ 100      
Discard 
2 .629 .899 ✔ ✔ 
 
96.8      
75. to own up when I have made a 
mistake 
1 .549 .878  ✔ 98.6 ✔     
Discard 
2 .664 .899 ✔ ✔ 98.4      
76. to have empathy for my 
patient 
1 .490 .880  ✔ 98.7 ✔     
Discard 
2 .541 .902  ✔ 96.8 ✔      
1 
Subscale α. = 
.884   
 
   
Discard total = 7 items 
2 
Subscale α. = 
.906 
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Domain 
subscale 
Item: 
As a registered nurse, it is my 
responsibility: 
Time 
Point 
Item 
total 
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Clinical 
Leadership 
and 
Governance 
77. to participate in research in my 
clinical area 
 
1 .632 .949 ✔  
 
 ✔ 70.2   
Retain 
2 .656 .963 ✔  
 
 ✔ 76.2  
 
 
78. to participate in root cause 
analysis meetings after a 
workplace event that led to 
patient harm in my unit 
1 .610 .949 ✔    ✔ 65.3   
Retain 
2 .643 .963 ✔  
 
 ✔ 68.3   
79. to communicate lapses in 
hand hygiene compliance to 
staff in my unit 
 
1 .538 .950   
 
✔ ✔ 78.8   Retain 
2 .491 .964    ✔ ✔ 77.8   
80. to communicate lapses in falls 
risk assessment or treatment 
to other staff in my unit 
1 .553 .950    ✔ ✔ 82.5   
Retain 
2 .606 .963 ✔  
 
 ✔ 77.8   
81. to be a member of on 
ward/unit committees (for 
example, clinical audit, 
education, risk management) 
1 .732 .947 ✔    ✔ 66.7 ✔  
Retain 
2 .569 .964   
 
✔ ✔ 81   
82. to initiate inservice education 
sessions in my unit 
1 .763 .947 ✔    ✔ 39.2 ✔  
Retain 
2 .739 .962 ✔    ✔ 66.7   
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Domain 
subscale 
Item: 
As a registered nurse, it is my 
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Point 
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83. to improve efficiency in the 
nursing care delivery in my 
unit 
 
1 .659 .948 ✔    ✔ 85.3   
Discard 
2 .719 .962 ✔  
 
 ✔ 88.9   
84. to lead quality improvements 
projects in my unit 
1 .751 .947 ✔    ✔ 48.7 ✔  
Retain 
2 .853 .960 ✔    ✔ 61.9   
85. to translate findings from 
clinical audits in my unit into 
practice 
1 .741 .947 ✔    ✔ 55.4   
Discard 
2 .827 .961 ✔  
 
 ✔ 58.7   
86. to collect clinical audit data 1 .769 .947 ✔    ✔ 34.7 ✔  
Retain 
2 .820 .961 ✔    ✔ 42.9   
87. to analyse clinical audit data 1 .791 .946 ✔    ✔ 32 ✔  
Retain 
2 .829 .961 ✔    ✔ 36.5   
88. to feedback clinical audit data 
to staff 
1 .796 .947 ✔    ✔ 34.7 ✔  
Retain 
2 .832 .960 ✔    ✔ 42.9   
89. to implement change in 
response to clinical audit data 
1 .694 .948 ✔    ✔ 50 ✔  
Retain 
2 .790 .961 ✔    ✔ 60.3   
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Domain 
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Item: 
As a registered nurse, it is my 
responsibility: 
Time 
Point 
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90. to understand how hospitals 
are funded 
 
 
1 .614 .949 ✔  
 
 ✔ 41.3 ✔ ✔ Retain 
2 .695 .962 ✔    ✔ 49.2   
91. to understand how hospital 
performance is measured 
 
1 .699 .948 ✔    ✔ 53.3 ✔  
Retain 
2 .749 .962 ✔  
 
 ✔ 60.3   
92. to understand the best staff 
allocation /work models for my 
unit 
1 .606 .949 ✔    ✔ 69.9 ✔ ✔ 
Retain 
2 .733 .962 ✔  
 
 ✔ 68.3   
93. to measure nurse sensitive 
outcomes in my unit 
 
1 .629 .949 ✔    ✔ 57.6 ✔ ✔ Retain 
 
2 .808 .961 ✔  
 
 ✔ 60.3   
94. to use quality indicators and 
benchmarks for improving 
system processes and 
outcomes in my unit 
 
1 .648 .949 ✔  
 
 ✔ 56.8 ✔ ✔ 
Retain 
2 .822 .961 ✔  
 
 ✔ 58.7   
95. to participate in analysis of 
databases as sources of 
 
1 .749 .947 ✔  
 
 ✔ 44.3 ✔  
Retain 
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As a registered nurse, it is my 
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information for improving 
patient care in my unit 2 .788 .961 ✔  
 
 ✔ 58.7   
96. to participate in the design and 
monitoring of ethical oversight 
of continuous quality 
improvement projects in my 
unit 
1 .720 .947 ✔    ✔ 42.6   
Delete 
2 .812 .961 ✔  
 
 ✔ 54   
 
1 
Subscale α. = 
.950   
 
   
Discard total = 3 items 
2 
Subscale α. = 
.964   
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The psychometric testing and instrument modification undertaken in 
Step 2 (including item reduction and reallocation of one item from 
‘Maintenance of the Environment’ to “Promotion of Safety’ as discussed 
above) led to the retention of 63 items in six domains for factorial validity 
analysis in Step 4. These 63 items, with modified numbering, are listed in 
Table 4.6, under section 4.3.2.2. 
4.3. Step 3. Test/retest 
This step was conducted in Phase 2 of the study. It contributed to 
demonstrating the evidence for reliability of the N-RiHQQ instrument. 
4.3.1. Method. 
Step 3 consisted of test/retest reliability of the 63 items remaining after 
item reduction in the pilot testing phase to assess the stability of the items 
over time. Data were collected from participants at two points in time, two 
weeks apart.   
4.3.1.1. Sample. 
Using a recommended sample size of 30 for test/retest (Shoukri, 
Asyali, & Donner, 2004), registered nurses known to the researcher 
completed the survey instrument. These responders (N = 30) were from a 
variety of practice areas, were fluent in English, of either gender and distinct 
from the samples of postgraduate critical care student participants described 
in the pilot study in Step 2, or cohort study described in Step 3.  
4.3.1.2. Data analysis. 
Data analyses were carried out using the IBM SPSS version 23. 
Analyses included demographic characteristics, and a missing values 
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analysis. Missing data were analysed using Little’s MCAR. The proportion of 
missing data was minimal and completely at random (Chi-Square < .0001, 
DF = 844, p > .99). A descriptive analysis was used to assess the 2-week 
test-retest stability of each item. Three outcomes were measured: 1) the 
number and percentage of participant responses that were identical at both 
points in time (Table 4.6 column headed ‘Exact agreement’); 2) the number 
and percentage of participant responses that maintained overall agreement 
over time (either ‘strongly disagree’ or ‘disagree’ at both points, or ‘agree’ or 
‘strongly agree’ at both points, Table 4.6, column headed ‘Overall 
agreement’); and 3) the number and percentage of participants who had 
discordant responses between time points (for example, selected ‘agree’ at 
the first time point and ‘disagree’ at the second time point, labelled 
‘Discordant agreement in Table 4.6). The 63 items were given new 
consecutive numbers commencing with number 1.  
4.3.2. Outcomes of Step 3. 
4.3.2.1. Sample demographics. 
The sample consisted of 30 participants. Participants were mostly 
female (n = 27, 90%), between the ages of 26 to 59 (M =28.7, SD = 9.8). The 
most common qualification was a graduate certificate or graduate diploma (n 
= 13, 43%), reflecting the same postgraduate education level as the samples 
in the pilot and cohort studies. Eighty percent of the sample had been 
registered as a nurse for over 10 years (n = 24). Sample demographics are 
presented in Table 4.5. 
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Table 0.5  Characteristics of Study Participants in Test/Retest 
 
4.3.2.2. Consistency of responses over time 
Responses were mostly very consistent between time points. For 26 
items (of the 63), 100% of the participants demonstrated consistent 
responses between time points. For 29 items, 90% or more participants 
demonstrated consistent responses, and for eight items, 83% or more 
participants selected consistent responses between time points (Table 4.6).  
Of the eight items with 11% -17% discordant responses between time 
points, one item was from the ‘Promotion of Safety’ domain, one was from 
‘Person Centred Care’, three were from the ‘Evidence Based Practice’ 
domain, and three were from ‘Clinical Leadership and Governance’. De Vaus 
Characteristic N = 30 (%) 
Age    
Mean (±SD) 43.4 (9.8)  
Median (IQR) 44 (18)  
26 -  35 8 26.7 
35 - 45 8 26.7 
46 – 55 10 33.3 
>55 4 13.3 
Female 27 90 
Years in nursing since RN 
registration 
  
Mean (±SD) 20.2 (10.4)  
Median (IQR) 20.5 (16)  
Less than 5  3 10 
5 to 9 3 10 
10 to 19 8 26.7 
20-29 10 33.3 
Over 30 years 6 20 
Highest nursing qualification   
Bachelor of Nursing 2 6.7 
Master in Nursing (Pre-
registration) 
1 3.3 
Graduate Certificate or 
Graduate Diploma  
13 43 
Master in Nursing 10 33.3 
Doctor of Philosophy 4 13.3 
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(2014) argues that it is difficult to determine what inconsistent responses 
mean in test/retest results. It may mean that the item is unreliable or 
unstable, but may reflect that participants’ attitudes have changed, or that the 
attitude is unstable. It is possible that respondents had difficulty interpreting 
these items. A decision was made to retain them at this stage and to explore 
them further in Step 4, in Phase 2 of the study.   
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Table 0.6  Test / Retest: Distribution of Agreement and Discordant Responses for 63 Items 
Item 
number 
 Sample 
size 
Exact 
agreement 
Overall 
agreement 
Discordant 
agreement 
“As a registered nurse, it is my responsibility…….” N n % n % n % 
1 to find evidence-based guidelines to inform my practice 30 26 87% 30 100% 0 0% 
2 to update evidence-based practice guidelines in my unit 30 8 27% 29 97% 1 3% 
3 to develop policy and procedural guidelines about clinical issues in 
my unit 
30 17 57% 30 100% 0 0% 
4 to initiate changes in policy and procedural guidelines about clinical 
practice in my unit 
30 22 73% 30 100% 0 0% 
5 to employ efficient and effective search strategies to address 
clinical or health system practice problems 
29 8 28% 30 103% 0 0% 
6 to use quality improvement methods to address gaps in evidence 
based guidelines 
30 19 63% 28 93% 2 7% 
7 to build consensus among key stakeholders in my unit using 
knowledge of effective change strategies to create evidence-
based carea 
28 15 54% 24 86% 4 14% 
8 to lead and coordinate the resources for change that support 
evidence-based practicea 
30 16 53% 26 87% 4 13% 
9 to implement care practices based on strength of available 
evidence 
30 22 73% 30 100% 0 0% 
10 to participate in designing organisational systems that support 
evidence-based practice 
30 18 60% 27 90% 3 10% 
11 to participate in the design of clinical decision support (CDS) 
systems (e.g., alerts and reminders in electronic health 
records) a 
29 18 62% 25 86% 4 14% 
12 to access and evaluate high quality electronic sources of health 
care information 
26 16 62% 24 92% 2 8% 
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Item 
number 
 Sample 
size 
Exact 
agreement 
Overall 
agreement 
Discordant 
agreement 
“As a registered nurse, it is my responsibility…….” N n % n % n % 
13 to analyse clinical audit dataa 29 20 69% 24 83% 5 17% 
14 to feedback clinical audit data to staffa 29 15 52% 24 83% 5 17% 
15 to understand how hospitals are funded 26 18 69% 24 92% 2 8% 
16 to understand how hospital performance is measured 30 24 80% 28 93% 2 7% 
17 to understand the best staff allocation / work models for my unit 30 16 53% 28 93% 2 7% 
18 to measure nurse sensitive outcomes in my unit 26 16 62% 24 92% 2 8% 
19 to use quality indicators and benchmarks for improving system 
processes and outcomes in my unita 
29 12 41% 25 86% 4 14% 
20 to participate in analysis of databases as sources of information for 
improving patient care in my unit 
29 14 48% 26 90% 3 10% 
21 to continuously assess and monitor my own efforts to be patient-
centred 
30 24 80% 30 100% 0 0% 
22 to be aware of my patients’ health literacy 30 24 80% 30 100% 0 0% 
23 to address conflict in my relationships with other health care 
professionals 
29 25 86% 29 100% 0 0% 
24 to reflect on my practice and make changes when I see room for 
improvement 
30 29 97% 30 100% 0 0% 
25 to speak up when I see something unsafe 30 30 100% 30 100% 0 0% 
26 to actively seek feedback about my own performance 30 27 90% 30 100% 0 0% 
27 to act as a preceptor / mentor for new staff 30 29 97% 30 100% 0 0% 
28 to be involved in research projects under supervision in my unit 30 23 77% 30 100% 0 0% 
29 to document variations from agreed guidelines (for example, care 
plans)  
30 23 77% 30 100% 0 0% 
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Item 
number 
 Sample 
size 
Exact 
agreement 
Overall 
agreement 
Discordant 
agreement 
“As a registered nurse, it is my responsibility…….” N n % n % n % 
30 to manage conflict with other non-nursing members of the health 
care team 
29 19 66% 26 90% 3 10% 
31 to tell my colleagues about areas of their practice that need 
development 
28 20 71% 26 93% 2 7% 
32 to participate in research in my clinical area 30 26 87% 30 100% 0 0% 
33 to participate in root cause analysis meetings after a workplace 
event that led to patient harm in my unit 
27 19 70% 26 96% 1 4% 
34 to organise patient care to meet patient and family preferences 30 23 77% 29 97% 1 3% 
35 to explain to families my patient’s conditiona  30 20 67% 25 83% 5 17% 
36 to explain to families my nursing assessment and management 30 23 77% 29 97% 1 3% 
37 to make sure my patients get the food they like 29 18 62% 27 93% 2 7% 
38 to include family members in the care of my patient if acceptable to 
the patient (e.g. hygiene care) 
30 24 80% 30 100% 0 0% 
39 to ensure families are present on ward rounds if the patient / family 
wishes  
29 15 52% 29 100% 0 0% 
40 to actively seek the participation of family members in patient care 27 21 78% 26 96% 1 4% 
41 to ensure my patients and / or their families are aware of my 
hospital’s mission statement / core business 
26 15 58% 24 92% 2 8% 
42 to be sure that the care I am giving in my unit is based on best 
evidence  
26 16 62% 24 92% 2 8% 
43 to have a good understanding of the anatomy and physiology 
underlying my patient’s assessment findings and management 
strategies 
30 27 90% 30 100% 0 0% 
44 to have a good working knowledge of all the treatments my patient 
receives 
30 27 90% 30 100% 0 0% 
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Item 
number 
 Sample 
size 
Exact 
agreement 
Overall 
agreement 
Discordant 
agreement 
“As a registered nurse, it is my responsibility…….” N n % n % n % 
45 to participate in planning changes to workspaces in my unit 29 23 79% 28 97% 1 3% 
46 to identify and implement safety solutions 29 18 62% 30 103% 0 0% 
47 to anticipate and manage high risk situations 29 22 76% 9 31% 0 0% 
48 to communicate lapses in hand hygiene compliance to staff in my 
unit 
30 17 57% 28 93% 2 7% 
49 to communicate lapses in falls risk assessment or treatment to 
other staff in my unit 
30 23 77% 30 100% 0 0% 
50 to suggest improvements that would reduce error in my unit  30 20 67% 30 100% 0 0% 
51 to fill out an incident report every time there is an error, even if 
there was no adverse event 
30 25 83% 30 100% 0 0% 
52 to access existing resources to design and implement 
improvements in practice in my unit (e.g., National Safety and 
Quality Health Service Standards) 
30 23 77% 30 100% 0 0% 
53 to promote standardised systems that reduce reliance on memory 
(e.g. handover tools, electronic medication chart) 
29 18 62% 27 93% 2 7% 
54 to participate in the selection, design, implementation and 
evaluation of information systems I use in my practice 
30 23 77% 29 97% 1 3% 
55 to understand the role of environmental factors such as work flow, 
ergonomics, and resources, that effect patient safety 
29 23 79% 29 100% 0 0% 
56 to collect data from patients about whether they are satisfied with 
their health care experiencea 
30 21 70% 26 87% 4 13% 
57 to critically appraise original research and evidence summaries 
related to my area of practice 
29 23 79% 27 93% 2 7% 
58 to tell my patient when an error has occurred whether or not there 
was an adverse event 
27 19 70% 26 96% 1 4% 
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Item 
number 
 Sample 
size 
Exact 
agreement 
Overall 
agreement 
Discordant 
agreement 
“As a registered nurse, it is my responsibility…….” N n % n % n % 
59 to be a member of a ward / unit committees (for example, clinical 
audit, education, risk management) 
30 22 73% 29 97% 1 3% 
60 to initiate in-service education sessions in my unit 30 22 73% 28 93% 2 7% 
61 to lead quality improvement projects in my unit 30 23 77% 29 97% 1 3% 
62 to collect clinical audit data 29 21 72% 27 93% 3 10% 
63 to implement change in response to clinical audit data 29 22 76% 27 93% 2 7% 
a Items with over 10% discordance 
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4.4. Step 4. Evaluating Factorial Validity Using Structural Equation 
Modelling 
This step was conducted in Phase 2. It contributed ‘internal structure’ 
evidence to demonstrate the validity of the N-RiHQQ instrument in this 
sample. Factorial validity was examined to test whether the revised (63 items 
selected through the pilot study) six domain theoretical model was supported 
by data. Structural equation modelling (SEM) was used to investigate the 
construct validity of the hypothesised six domain model. Structural equation 
modelling estimates the degree to which an hypothesised model fits the data 
(Schreiber, Stage, King, Nora, & Barlow, 2006). As a SEM represents a 
series of hypotheses about how the variables in the model are related, the 
SEM technique starts with the specification of the model to be estimated (Hu 
& Bentler, 1999). This technique, rather than the more traditional exploratory 
factor analysis (EFA), was selected because an EFA approach presumes no 
a priori assumptions about the number of latent variables, factors or 
constructs, or the combination of items. A proposed model, based on the a 
priori domains of the conceptual model and the strong internal consistency 
and reliability of the instrument demonstrated in the rigorous Phase 1 pilot 
study described in Step 2, now needed testing for goodness of fit. The 
hypothesised model included six domains with between five to 17 items in 
each (Figure 4.1).  
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Figure 0.1  Hypothesised Model Structure 
 
4.4.1. Method. 
4.4.1.1. Sample. 
The 2015 and 2016 cohorts of postgraduate critical care students at 
Deakin University made up the sample for this step in testing the instrument. 
Data were collected in February of both years (N = 169, response rate 92%). 
The data collection procedure was described in Chapter 3. The N-RiHQQ 
Perceptions of 
Responsibilities for 
Healthcare Quality
Promotion of Safety 8 items
Evidence Based Practice 15 items
Medical / Technical Competence 5 items
Person Centred Care 11 items
Positive Interpersonal Behaviours 7 items
Clinical Leadership and Governance 17 items
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survey was embedded in the larger composite survey as previously 
described.  
The Point 1 data were being used twice, once for developing the 
instrument as described in this step, (evaluating factorial validity) and then to 
assess whether participants matured in role perceptions over the course of 
the postgraduate program (described in Chapter 5). To explore the possible 
effect of using the Point 1 data twice, thirty participants were selected 
randomly from the sample and extracted from Step 4 to perform a sensitivity 
analysis. Therefore, the remaining sample for Step 4 in instrument 
development was 139 participants. Results of the sensitivity testing are 
presented in Step 6, Section 4.6.  
This sample size was not ideal for factor analyses, although there is 
no absolute agreement about adequacy of sample size for structural equation 
modelling. Sample size is important because it relates to the stability of the 
parameter estimates (Schreiber et al., 2006). Generally accepted sample 
sizes are 10 participants per item, whereas Kline (2015) and Hutcheson & 
Sofroniou (1999) suggest 150-300 cases is the minimum acceptable sample 
size requirement for structural equation modelling within a confirmatory factor 
analysis framework. Hutcheson & Sofroniou recommend a sample size of 
150 for situations where there are a few highly correlated variables because 
the possibility of collapsing the domain or omitting some of the items due to 
multicollinearity increases. Wolf, Harrington, Clark and Miller (2013) 
investigated how changes in key model properties (including number of 
indicators and factors, magnitude of factor loadings and path coefficients, 
and amount of missing data) affected sample size requirements. Results 
revealed a range of sample size requirements from 30 to 460 cases. 
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Numerous authors highlight the limitations of commonly cited rules-of-thumb 
for sample size (Kim, 2005; MacCallum, Widaman, Zhang, & Hong, 1999; 
Wolf et al., 2013). Thus, there appears to be no definitive guideline about 
sample size for SEM. The sample used in this stage appeared close to the 
proposed minimum size. As census sampling was used in this study, there 
was no option to gather more data to increase the sample size in Phase 2 to 
address this possible limitation.  
4.4.1.2. Data analysis. 
Data analyses were carried out using SPSS and Stata 14 (IBM SPSS 
Statistics for Windows, 2015; Stata 14, 2014). Analyses included 
demographic characteristics, and a missing values analysis. Missing data 
were analysed using Little’s MCAR. The proportion of missing data was 
minimal and completely at random (χ2 = 4831.183, df = 4708, p = .103). As 
MAR was not rejected, expectation maximisation method was used to impute 
missing values (Gold & Bentler, 2000). 
The measurement model was then tested to assess how well the 
latent variables represented the observed indicators or items. Several indices 
were used to assess fit: Root mean square error of approximation (RMSEA); 
Standardized root mean squared residual (SRMR); Comparative fit index 
(CFI); and Coefficient of determination (CD). RMSEA estimates the lack of fit 
in a model compared to a perfect (saturated) model (Meyers, Gamst, & 
Guarino, 2006). Values of 0.06 or less indicate a good-fitting model relative to 
the model degrees of freedom (Hu & Bentler, 1999), but a value of < 0.08 (Hu 
& Bentler, 1999; Meyers et al., 2006) or even < 0.10 can also be acceptable 
(MacCallum, Browne, & Sugawara, 1996). A perfect fit corresponds to an 
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SRMR of 0 and Hu and Bentler (1999) argue that a good fit is a small SRMR 
value limited to 0.08. A CFI of greater than 0.92 is needed to assume a 
relatively good fit and greater than 0.95 is indicative of a very good fit (Hu & 
Bentler, 1999), even in small sample sizes (Bentler, 1990). A perfect fit 
corresponds to a coefficient of determination of 1. The normed chi-square 
(chi-square divided by the degrees of freedom) was used for interpreting the 
chi-square value rather than its p value as this index might be less sensitive 
to sample size. Different researchers have recommended using a ratio as low 
as 2 or as high as 5 to indicate a reasonable fit (Marsh & Hocevar, 1985). 
Byrne (1991) suggests normed chi-square values lower than 2 are widely 
considered to represent a minimally plausible model and Kääriäinen et al. 
(2011) states the ratio should be less than 3.  
Following the SEM, internal consistency of the subscales was 
measured using Cronbach’s coefficient alpha, item-total correlation, and 
corrected inter-item correlation. 
4.4.2. Outcomes of Step 4. 
4.4.2.1. Sample demographics. 
The sample consisted of 139 participants. Participants were mostly 
female respondents (n = 121, 87%), between the ages of 21 to 54 years (M = 
28.7, SD = 5.75). The majority (n = 116, 83.5%) held a Bachelor of Nursing or 
a preregistration Master of Nursing degree as their highest nursing 
qualification and over half of the sample had worked in a critical care area for 
less than two years (n = 83, 59.7%). The majority of the sample (n = 93, 
67%) were employed in a metropolitan public or private hospital. Only 17% 
(n=24) of participants were enrolled in the Emergency Nursing course, with 
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60% (n = 82) studying Intensive or Critical Care nursing and 23.7% (n = 33) 
enrolled in the Cardiac course (see Table 4.7). 
 
Table 0.7  Characteristics of Study Participants in Cohort – Step 4  
Characteristic N = 139  (%) 
Age   
Mean (SD) 28.7 (5.75)  
Median (IQR) 27 (7)  
21 -  25 49 (35.3) 
26 - 35 73 (52.5) 
36 – 45 14 (10.1) 
>45 3 (2.2) 
Female 121 (87.1) 
Years in nursing since RN 
registration 
  
Median (IQR) 3.16 (4.1)  
Range 25  
Less than 5  91 (65.5) 
5 to less than 10 29 (20.9) 
10 to less than 20 14 (10.1) 
More than 20  4 (2.9) 
Years in critical care area   
Median (IQR) 1.5 (1.9)  
Range 17  
Less than 1  42 (30.2) 
1 to less than 2  41 (29.5) 
2 to less than 5  33 (24.7) 
5 to less than 10  13 (9.4) 
More than 10 8 (5.8) 
Specialty course   
Intensive care 48 (34.5) 
Cardiac care 33 (23.7) 
Emergency care 24 (17.3) 
Critical care 34 (24.5) 
Employer   
Public metropolitan 37 (26.6) 
Private metropolitan 56 (40.3) 
Public regional/rural 43 (30.9)) 
Private regional/rural 3 (2.2) 
Highest nursing qualification   
Hospital certificate or Diploma of 
Nursing  
8 (5.8) 
Bachelor of Nursing or 
preregistrationa Master in 
Nursing 
116 (83.5) 
Postgraduate Certificate or 
Diploma  
13 (9.4) 
Master of Nursing 2 (1.4) 
a Entry to practice 
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4.4.2.2. Structural equation modeling and reliability (internal 
consistency). 
In Step 4, the first model tested the specified six latent variables with 
63 items in total. Five items (26, 36, 37, 60 and 61) were trimmed iteratively 
because standardised factor loadings were below 0.4. This model did not 
achieve satisfactory goodness of fit indices. Two items (41 and 42) were then 
moved from ‘Medical/Technical Competence’ to ‘Promotion of Safety’ to test 
model fit. Both items made conceptual sense in this domain as each 
addressed nurses’ roles in clinical decision support systems, which is a key 
strategy to reduce adverse events and improve the safety and quality of 
clinical care. Three other items (6, 27 and 43) were removed in trial and error 
attempts to achieve better model goodness of fit. 
Table 4.8 shows the reliability and variable pattern loadings for the 
resulting 55 item model. Standardized loading weights (indicating the 
correlation between the observed and latent variables) ranged from .44 to .76 
with 84% greater than .5. All items loaded significantly on their respective 
variable. The squared multiple correlations (SMC) show the proportion of 
variation in the latent variable contributed by each observed variable. 
Squared multiple correlations were greater than 30% for most indicators 
(73%). Together, loadings and SMCs indicate the latent variables 
represented the intended domains.  
Inter-item correlations were well above the recommended .3 
suggesting the items within each latent variable correlated well with the other 
items in that variable (Field, 2013). The coefficient of reliability (Cronbach’s 
alpha) for each latent variable was .74 -.89, indicating that 74% – 89% of the 
scores could be attributed to reliable variance and suggesting very good 
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internal consistency reliability for the scale subscales with this sample (Kline, 
1999).  
The model was considered to have an acceptable fit and to be 
parsimonious for the following reasons: (i) the standardised root mean 
square residuals (SRMR) were ≤ 0.08, (ii) the root mean square error of 
approximation (RMSEA) was 0.08 (iii) the comparative fit index (CFI) was ≥ 
0.95, and; the CD was .99. The chi-square statistic value for the overall 
model was χ2 (1420) = 2737.63. The normed chi-squared in the model was 
1.92, indicating an acceptable fit. Fit indices are summarised in Table 4.9. 
To assess correlation among latent variables, a Pearson correlation 
analysis was conducted (Table 0.10). Correlation coefficients among the 
latent variables ranged from .42 to .74. All correlations were significant at 
< .001 except one, the correlation between ‘Evidence Based Practice and 
‘Positive Interpersonal Behaviours’, which was significant at < .01. The 
Cronbach’s alpha for each latent variable is shown in bold, in the diagonal 
line in closed boxes in Table 4.10. The mean scores (with standard 
deviations in parentheses) for each of the domains ranged from 3.07 (0.42) 
to 3.47 (0.37). 
Although there was some discordance found in eight items in Step 3 
(test/retest, see section 4.3.2.2), they were retained in the final model 
because they were considered important to the respective constructs, had 
acceptable standard factor loadings, and contributed to acceptable goodness 
of fit parameters.   
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Table 0.8  Reliability and Item Loadings for Exploratory Analysis using Structural Equation Modelling 
Item 
numbera 
Observed item  
 
Reliability Structural Equation Modelling 
 
Stem: “As a registered nurse, it is my responsibility……..” 
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Promotion of Safety 
42 to participate in the design of clinical decision support (CDS) 
systems (e.g., alerts and reminders in electronic health 
records) b 
.355 .835 1 (constrained) 
  
.47 (.70) .22 
7 to anticipate and manage high risk situations .507 .818 .93  (.20) .56 (.06) .32 
3 to participate in planning changes to workspaces in my unit .632 .805 1.37 (.26) .72 (.05) .52 
11 to suggest improvements that would reduce error in my unit .584 .813 .9 (.20) .66 (.05) .44 
8 to understand the role of environmental factors such as work 
flow, ergonomics, and resources, that effect patient safety 
.578 .811 1.05 (.21) .61 (.06) .37 
14 to fill out an incident report every time there is an error, even if 
there was no adverse event 
.379 .830 .82 (.20) .46 (.07) .21 
17 to access existing resources to design and implement 
improvements in practice in my unit (e.g., National Safety and 
Quality Health Service Standards) 
.636 .804 1.30 (.26) .66 (.05) .44 
18 to promote standardised systems that reduce reliance on 
memory (e.g. handover tools, electronic medication chart) 
.547 .814 1.01 (.22) .59 (.06) .35 
41 to participate in the selection, design, implementation and 
evaluation of information systems I use in my practice 
.604 .809 1.16 (.23) .65 (.06) .42 
48 to tell my patient when an error has occurred whether or not 
there was an adverse event 
.465 .824 1.04 (.25) .49 (.07) .28 
 Subscale alpha .832       
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Item 
numbera 
Observed item  
 
Reliability Structural Equation Modelling 
 
Stem: “As a registered nurse, it is my responsibility……..” 
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Evidence Based Practice 
19 to find evidence-based guidelines to inform my practice .478 .864 1 (constrained) .50 (.07) .25 
21 to update evidence-based practice guidelines in my unit .600 .857 1.79 (.39) .64 (.06) .41 
22 to develop policy and procedural guidelines about clinical 
issues in my unit 
.606 .856 1.91 (.36) .66 (.05) .43 
23 to initiate changes in policy and procedural guidelines about 
clinical practice in my unit 
.621 .856 1.64 (.31) .65 (.05) .42 
24 to be involved in research projects under supervision in my unit .455 .865 1.18 (.26) .49 (.07) .26 
25 to collect data from patients about whether they are satisfied 
with their health care experience b 
.431 .867 1.40 (.31) .48 (.07) .24 
29 to employ efficient and effective search strategies to address 
clinical or health system practice problems 
.561 .859 1.49 (.29) .62 (.06) .38 
30 to critically appraise original research and evidence summaries 
related to my area of practice 
.464 .865 1.48 (.32) .51 (.07) .26 
32 to build consensus among key stakeholders in my unit using 
knowledge of effective change strategies to create evidence-
based care b 
.470 .864 1.30 (.28) .53 (.07) .29 
34 to implement care practices based on strength of available 
evidence 
.553 .860 1.38 (.27) .59 (.06) .35 
35 to participate in designing organisational systems that support 
evidence-based practice 
.558 .859 1.52 (.30) .61 (.06) .37 
33 to lead and coordinate the resources for change that support 
evidence-based practice b 
.564 .859 1.61 (.32) .62 (.06) .38 
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Item 
numbera 
Observed item  
 
Reliability Structural Equation Modelling 
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31 to use quality improvement methods to address gaps in 
evidence based guidelines 
.718 .851 1.75 (.31) .76 (.04) .56 
 Subscale alpha .870       
Person Centred Care 
44 to organise patient care to meet patient and family preferences .546 .788 1 (constrained) .61 (.06) .38 
45 to explain to families my patient’s condition b .487 .794 1.17 (.21)) .59 (.06) .34 
46 to explain to families my nursing assessment and management .608 .778 1.17 (.19) .65 (.06) .43 
47 to make sure my patients get the food they like .501 .794 1.24 (.23) .54 (.07) .29 
49 to include family members in the care of my patient if 
acceptable to the patient (e.g. hygiene care) 
.569 .783 1.09 (.18) .62 (.06) .37 
52 to ensure families are present on ward rounds if the patient / 
family wishes 
.552 .785 1.30 (.22) .63 (.06) .40 
53 to actively seek the participation of family members in patient 
care 
.575 .782 1.17 (.19) .65 (.06) .42 
56 to ensure my patients and / or their families are aware of my 
hospital’s mission statement / core business 
.430 .806 1.21 (.24) .52 (.07) .27 
 Subscale alpha .810       
Positive Interpersonal Behaviours 
63 to address conflict in my relationships with other health care 
professionals 
.608 .675 1 (constrained) .64 (.06) .41 
64 to reflect on my practice and make changes when I see room 
for improvement 
.554 .699 .82 (.13) .71 (.06) .51 
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Item 
numbera 
Observed item  
 
Reliability Structural Equation Modelling 
 
Stem: “As a registered nurse, it is my responsibility……..” 
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69 to speak up when I see something unsafe .436 .722 .57 (.11) .57 (.07) .33 
70 to actively seek feedback about my own performance .413 .722 .70 (.14) .56 (.07) .31 
72 to act as a preceptor / mentor for new staff .502 .704 .84 (.14) .64 (.06) .41 
65 to manage conflict with other non-nursing members of the 
health care team 
.417 .737 .94 (.21) .44 (.08) .20 
68 to tell my colleagues about areas of their practice that need 
development 
.436 .723 .89 (.19) .46 (.08) .21 
 Subscale alpha .742       
Clinical Leadership and Governance 
87 to analyse clinical audit data b .605 .884 1 (constrained) .64 (.06) .40 
88 to feedback clinical audit data to staff b .616 .883 1.09 (.16) .65 (.05) .43 
90 to understand how hospitals are funded .507 .888 .94 (.16) .54 (.06) .29 
91 to understand how hospital performance is measured .523 .887 .73 (.12) .56 (.06) .32 
92 to understand the best staff allocation / work models for my 
unit 
.508 .887 .75 (.13) .53 (.07) .28 
93 to measure nurse sensitive outcomes in my unit .518 .887 .72 (.12) .55 (.06) .30 
94 to use quality indicators and benchmarks for improving system 
processes and outcomes in my unit c 
.529 .887 .82 (.14) .57 (.06) .32 
95 to participate in analysis of databases as sources of 
information for improving patient care in my unit 
.536 .886 .76 (.13) .55 (.06) .30 
77 to participate in research in my clinical area .435 .890 .64 (.13) .48 (.07) .23 
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Item 
numbera 
Observed item  
 
Reliability Structural Equation Modelling 
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78 to participate in root cause analysis meetings after a workplace 
event that led to patient harm in my unit 
.478 .888 .77 (.14) .53 (.06) .28 
79 to communicate lapses in hand hygiene compliance to staff in 
my unit 
.558 .886 .95 (.16) .61 (.06) .37 
80 to communicate lapses in falls risk assessment or treatment to 
other staff in my unit 
.524 .887 .83 (.14) .58 (.06) .34 
81 to be a member of a ward / unit committees (for example, 
clinical audit, education, risk management) 
.434 .890 .71 (.14) .48 (.07) .23 
82 to initiate in-service education sessions in my unit .511 .887 .79 (.14) .55 (.06) .30 
84 to lead quality improvement projects in my unit .588 .885 .97 (.16) .63 (.06) .39 
86 to collect clinical audit data .668 .882 1.00 (.15) .66 (.05) .44 
89 to implement change in response to clinical audit data .630 .883 .99 (.15) .65 (.05) .42 
 Subscale alpha .892       
a Items are numbered as per original numbering in Step 1 of instrument development b mc2 = Bentler-Raykov squared multiple correlation coefficient; 
c Item that demonstrated 11-17% discordance in Step 3. 
*** all items p < .001 
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Table 0.9  Goodness of Fit Indices from Structural Equation Modelling 
Goodness of fit index Result Accepted parameters 
RMSEA .078 <.08.08 
SRMR .06  <.08 
CFI .97 >.92 
CD .999 Perfect fit = 1 
Normed chi-squared 1.92  < 3.0 
 
Table 0.10  Reliability and Descriptive Statistics for the Whole Sample    
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Promotion of Safety .83     10 3.30 (.39) 
Evidence Based Practice .50*** .87    13 3.21 (.39) 
Person Centred Care .74*** .42*** .81   8 3.35 (.43) 
Positive Interpersonal Behaviours .54*** .69* .57*** .74  7 3.47 (.37) 
Clinical Leadership and Governance .64*** .73*** .65*** .46*** .89 17 3.07 (.42) 
***p < .001; *p < .01 
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After SEM, there were no items remaining in the domain ‘Medical / 
Technical Competence’. The final model included 55 items. 
The first latent variable, ‘Promotion of Safety’ included 10 items that 
explored nurses’ responsibility to provide care that minimises risks and harm 
to service users. These items largely focus on the use of clinical decision 
support systems, anticipating and managing high risk situations, and taking 
leadership in developing and implementing safety systems.  
The second latent variable was ‘Evidence Based Practice’ measured 
by 13 items that explore nurses’ role in finding, critiquing, implementing, 
communicating and generating best evidence for practice. Once again, there 
is a focus on leadership in knowledge translation, including leading and 
coordinating quality improvement strategies and initiating changes in policy 
and procedural guidelines.   
‘Person Centred Care’, the third latent variable or domain, included 
eight items. These items were focused on nurses’ responsibilities in 
designing and implementing care that values the participation of the patient 
and family. Consistent with a national focus on partnering with consumers 
(Australian Commission on Safety and Quality in Health Care, 2012d), these 
items explored nursing practices around assessment and management, and 
clinical handover. 
The fourth variable ‘Positive Interpersonal Behaviours’, refers to the 
communication skills, team behaviours and attributes that promote safe and 
quality care. These seven items explored conflict management, reflection on 
practice, patient advocacy and peer feedback and mentorship.  
Finally, ‘Clinical Leadership and Governance’ referred to nurses’ 
behaviour that provides direction and support to clients and the healthcare 
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team in the delivery of patient care. The 17 items in this domain explored 
nurses’ role in clinical governance, sharing responsibility and accountability 
with the governing body, managers, and other clinicians for quality 
improvement through participation in clinical audit, measuring nurse sensitive 
indicators leadership in education and risk minimisation.  
Although the model had an acceptable, rather than a perfect fit, re-
specification of the model was not conducted to achieve a higher level of fit. 
There were three reasons for this decision. First, the primary aim of the CFA 
was to test the appropriateness of the hypothesised model, and not to seek a 
perfect model fit. Second, the CFA was carried out based on a strong 
theoretical foundation (conceptual model) and a rigorous exploratory process 
(pilot phase). According to Hair, Black, Babin and Anderson (2010), 
modifications based merely on empirical CFA outputs should be avoided. 
Third, close examination of the standardised residual covariance of the 
proposed model did not suggest any additional modification was required. 
Moreover, the model was further evaluated for its theoretical integrity in 
relation to the relevance, clarity, sufficiency and appropriateness of every 
item and every subscale to the overall model (‘content evidence’: research 
objective ‘c’). This evaluation indicated that no further modification was 
required. 
In summary, Step 4 involved the process of factorial analysis using 
structural equation modelling to test the hypothetical model. The results of 
this analysis suggest the five subscale model is supported by data. To 
evaluate external validity of the constructed structure, it is recommended that 
the model be confirmed in a different data set in the future.  
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4.5. Step 5. Concurrent Validity of N-RiHQQ Subscales 
This step was conducted in Phase 2 and contributed ‘relations to other 
variables’ evidence to demonstrate the validity of the N-RiHQQ instrument.  
Concurrent validity is “a form of criterion validity where there is 
evidence that scores from an instrument correspond to concurrently recorded 
external measures conceptually related to the measured construct” (Field, 
2013, p. 872). The N-RiHQQ measures nurses’ perceptions of responsibilities 
in five domains of quality and it was hypothesised that students would 
respond to items about quality healthcare in a similar way in other subscales 
that were measuring similar constructs.  
The H-PEPSS, and SAQ explore different aspects of quality. They 
measure aspects of patient safety, which align with the ‘Promotion of Safety’ 
subscale in the N-RiHQQ. The ‘Positive Intrapersonal Behaviours’ subscale 
of the N-RiHQQ instrument measures similar constructs to the H-PEPSS 
socio-cultural aspects of patient safety subscales ‘Communicating effectively’ 
and ‘Working in teams with other health professionals’. In a similar way, 
constructs around safety culture and behaviours (for example ‘Teamwork 
climate’ in the SAQ), may provide evidence of concurrent validity for the N-
RiHQQ subscales. The N-RiHQQ subscale ‘Positive Intrapersonal 
Behaviours’ may also be measuring similar constructs around personal 
behaviours (for example, self-management, reflective practice and self-
control) reflected in the SDLRNE instrument, therefore correlations between 
the N-RiHQQ and SDLRNE were explored.  
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4.5.1. Method. 
A Pearson product-moment correlation coefficient was computed to 
assess the relationship between each subscale in the N-RiHQQ, and each 
subscale in the other validated instruments in the composite survey. The 
Point 1 total sample (N = 169) was used to test for concurrent validity with 
10% or less missing or ‘Don’t know’ data in the N-RiHQQ substituted for case 
subscale mean score (see Chapter 5, section 5.2.3). 
4.5.2. Outcomes of Step 5. 
Results are presented in Table 4.11. There were small to medium 
statistically significant correlations (.18 – .40) between the N-RiHQQ 
subscales and the subscales of the H-PEPSS. This suggests both tools are 
exploring similar constructs, particularly around the socio-cultural aspects of 
patient safety that are integral to quality healthcare. Correlations are fewer 
and weaker with the SAQ (.17 - .28). The SAQ explores the safety cultures of 
participants’ workplaces, rather than participants’ personal safety 
competence, understanding or perceived responsibilities. While ‘safety’ is the 
common domain, the tools are measuring different aspects of safety 
(perceived workplace safety compared to perceptions of roles in safety) and 
this may explain the weaker correlations.  
Finally, there were many statistically significant correlations between 
the subscales of the N-RiHQQ and those of the SDLRNE survey. These were 
also predominantly small with a few correlations in the medium range (.16 
– .41) and most correlating with the SDLRNE subscale ‘Self-control’. This 
subscale includes items measuring the personal behaviours that improve the 
safety and quality of healthcare, for example, ‘I am responsible for my own 
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decisions/actions’, ‘I have high personal standards’ and ‘I evaluate my own 
performance’. Together with the correlations between the N-RiHQQ and the 
H-PEPSS and SAQ, these results contribute ‘relations to other variables’ 
evidence of validity of the N-RiHQQ.  
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Table 0.11  Correlations (Pearson’s r) of the N-RiHQQ subscales with the subscales of the other instruments in the composite 
questionnaire 
Scale Subscale N-RiHQQ subscales 
 Promotion 
of Safety 
Evidence 
Based 
Practice 
Person 
Centred 
Care 
Positive 
Interpersonal 
Behaviours 
Clinical 
Leaders
hip and 
Governa
nce 
SDLRNE N = 137 N = 119 N = 
153 
N = 156 N = 123 
 Total score .30** .22* .16* .29** .37** 
 Self-management .19* .10 .11 .19* .25** 
 Self-control .33** .24** .19* .31** .41** 
 Desire for learning .26** .27* .10 .22** .29** 
H-PEPSS N = 136 N = 118 N = 151 N = 155 N = 122 
 Working in teams with other health professionals .36** .35** .18* .34** .32** 
 Communicating effectively .32** .37** .30** .29** .40** 
 Managing safety risks .30** .23* .20* .26** .40** 
 Understanding human and environmental factors, .32** .17 .33** .29** .35** 
 Recognising, responding to and disclosing adverse events and 
close calls 
.20* .15 .21** .21* .31** 
 Culture of safety .33** .21* .36** .28** .34** 
SAQ N = 134 N = 115 N = 147 N = 151 N = 119 
 Teamwork climate .65* .06 .16 .25** .11 
 Safety climate .24** .13 .18* .24** .16 
 Job satisfaction .14 .10 .09 .16 .20* 
 Stress recognition .02 .13 .03 .05 .08 
 Perceptions of management .09 .19* .17* .02 .19* 
 Working conditions .16 .27** .17* .09 .28** 
** Correlation is significant at the 0.01 level (2-tailed), orange field; * Correlation is significant at the 0.05 level (2-tailed), blue field 
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4.6. Step 6. Sensitivity Testing 
The aim of sensitivity testing was to test the external validity of the N-
RiHQQ by administering the instrument to external participants who had not 
been part of instrument development. The sample that had been used for 
instrument development was also used to measure change over time, 
increasing the risk of artificially low standard deviations. The risk is that the 
instrument may become tailor made to those participants and not 
generalisable to a different sample. This possibility was tested by comparing 
variability and internal consistency of a subgroup of the sample whose data 
was not used for instrument development, with a sample whose data was 
used in instrument development.   
4.6.1. Method. 
4.6.1.1. Sample. 
The subset of participants was a random selection of 28 matched 
cases from the 2015 and 2016 cohort not included in tool development. 
Fifteen matched cases were randomly extracted from the 2015 cohort. After 
the Point 1 data collection stage in 2016, a further 15 cases were randomly 
extracted. Thirteen of these subsequently provided Point 2 data. Therefore 
the sensitivity sample size was 28 matched cases. The remaining Point 1 
data for the 2015 and 2016 data were part of the instrument development 
sample.  
4.6.1.2. Data analysis. 
Means and standard deviations were calculated and reported for both 
the subgroup (N = 28) and remaining cohort sample (N = 93 matched pairs) 
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to determine any systematic differences in means and SD (Independent-
samples t-test) in the responses to the five subscales, and evaluate between 
sample heterogeneity (Levene's Test for equality of variances). In addition the 
correlation structure and internal consistency (Cronbach’s alpha) of the 
subscales of both the subgroup and the remaining cohort were calculated to 
determine if there were any systematic differences.  
A post-hoc power calculation showed that this sample achieved 90% 
power to detect a minimum effect size (mean difference from Likert scale 
questions) of 0.4 with a standard deviation of 0.5 (the highest observed SD 
from comparisons) and with a significance level (alpha) of 0.05. An effect size 
of 0.4 (less than half score in Likert scale) is reasonably small, so the sample 
had enough power to detect small deviations and as such was adequate. 
4.6.2. Outcomes of Step 6. 
There were no significant differences in means and SDs in subscale 
responses between the 28 and the 93 cases at either Point 1 or Point 2, 
except for one SD for Person Centred Care at Point 1 (p = .042) (Table 4.12). 
This could be due to Type 1 error inflation because 20 tests were performed 
without adjusting for multiple comparison. Cronbach’s alpha and between 
subscale correlation structures are illustrated in Table 4.13. A visual 
comparison of Table 4.8 (Section 4.4.2.2) and Table 4.13 confirms a similar 
correlation structure and internal consistency between the sensitivity sample 
and the whole sample (N = 139). Cronbach’s alpha for both data sets are 
presented in Table 4.14. 
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Table 0.12  Independent t-tests on two samples used for sensitivity testing of the N-RiHQQ instrument 
  Instrument 
development 
samplea 
Sensitivity 
sample b 
Levene's Test for 
Equality of 
Variances 
t-test for Equality of Means 
Subscale   Mean (SD) Mean (SD) f Sig.c t df Sig c 
(two-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% CId 
Promotion of Safety Point 1 3.29 (0.39) 3.25 (0.44) 0.671 .414 0.38 119 .708 0.03 0.09 (0.13, 0.20) 
Point 2 3.46 (0.38) 3.38 (0.42) 1.200 .276 0.96 119 .342 0.08 0.09 (0.09, 0.25) 
            
Evidence Based 
Practice 
Point 1 3.18 (0.41) 3.11 (0.42) 0.154 .695 0.78 119 .438 0.07 0.09 (0.11, 0.24) 
Point 2 3.45 (0.36) 3.42 (0.39) 0.588 .445 0.37 119 .712 0.03 0.08 (0.13, 0.18) 
            
Positive 
Interpersonal 
Behaviours 
Point 1 3.52 (0.37) 3.48 (0.33) 0.925 .338 0.48 119 .631 0.04 0.08 (0.12, 0.19) 
Point 2 3.62 (0.39) 3.63 (0.28) 1.957 .164 -0.16 119 .873 0.01 0.07 (0.15, 0.13) 
            
Person Centred 
Care 
Point 1 3.36 (0.41) 3.42 (0.32) 4.21 .042e -0.77 56.77f .445 0.06 0.07 (0.20, 0.09) 
Point 2 3.53 (0.37) 3.56 (0.37) 0.493 .484 -0.24 119 .810 0.02 0.08 (0.18, 0.14) 
            
Clinical 
Leadership and 
Governance 
Point 1 3.04 (0.44) 3.02 (0.40) 0.221 .640 0.22 119 .824 0.02 0.09 (0.16, 0.21) 
Point 2 3.33 (0.44) 3.25 (0.43) 0.219 .641 0.85 119 .395 0.08 0.09 (0.11, 0.27) 
a N = 93; b N = 28; c type I error rate was set to 0.01 to account for multiple comparisons; d Confidence interval; lower, upper; e Sensitivity sample is more homogeneous 
(smaller SD) than instrument development sample. Therefore the difference in SDs is not in the expected direction, we would expect higher SD in sensitivity sample if 
the questionnaire was only internally valid for the development sample  f significant Levene’s test so equal variance not assumed 
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Table 0.13  Reliability and correlation structure for the Point 1 sensitivity sample (N = 30) 
N-RiHQQ domain 
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Promotion of Safety .83     10 
Evidence Based Practice .65 .89    13 
Person Centred Care .28 -.03 .70   8 
Positive Interpersonal Behaviours .34 .30 .33 .54  7 
Clinical Leadership and Governance .64 .62 .27 .27 .82 17 
 
Table 0.14  Comparison of internal consistency between whole sample for instrument development and sensitivity sample 
N-RiHQQ domain Cronbach’s alpha 
 Whole sample for Step 4 SEM 
N = 139 
Sensitivity sample 
N = 30 
Promotion of Safety .83 .83 
Evidence Based Practice .87 .89 
Person Centred Care .81 .70 
Positive Interpersonal Behaviours .74 .54 
Clinical Leadership and Governance .89 .82 
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The findings of the sensitivity testing provide some evidence that the 
effect of using the same data twice is negligible. Despite using the same 
sample for factorial validation and subscale comparison within cohorts over 
time, the impact of any potential under-estimation of variabilities (and hence 
artificially smaller standard errors) is limited based on the findings of the 
hypotheses tests presented. The only notable difference was the correlation 
between Person Centred Care and Evidence Based Practice in the sensitivity 
sample (-.03) suggesting the two subscales are not correlated. The 
correlation between these two subscales was .42 in the SEM sample (Table 
4.8). It is unclear if the difference is due to small sample size or a change in 
the correlation structure between the two subscales.  
The sensitivity analysis suggests that the developed instrument could 
be generalisable to samples that have not been used to develop the 
instrument. Using the data twice, once for instrument development, and once 
to measure change over time, is a limitation of the instrument development 
approach, however, it was necessary given the limited sample and time 
available for data collection within the constraints of a PhD. Further studies 
are needed to confirm the external validity of the instrument.   
4.7. Conclusions  
This chapter has included a description of the instrument design 
approach (Step 1); the pilot test for reliability, internal consistency and item 
reduction in one sample (Step 2); the test/retest process to assess the 
stability of the items over time in a further sample (Step 3); testing the 
hypothesised model for goodness of fit in a yet another sample (Step 4), and; 
exploring concurrent validity of the N-RIHQQ (Step 5). The findings of the 
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sensitivity analysis performed to explore the impact of using the same 
sample for factorial validation and subscale comparison over time suggest 
that the impact of any potential underestimation of variability is limited (Step 
6).  
By accumulating evidence from a variety of sources, the validity, 
reliability and fairness of the N-RiHQQ is demonstrated for this sample. The 
results of these processes provides confidence that the 55 item, five domain 
subscale N-RiHQQ survey can be used to explore nurses’ perceptions of 
their responsibilities in quality healthcare and to assess whether these 
perceptions change over the course of postgraduate specialist study. In 
Chapter 5, the results of the study addressing research objective ‘g’; to 
examine if the survey (N-RiHQQ) is sensitive to change in nurses’ 
perceptions of their responsibilities for healthcare quality, are presented.    
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Chapter 5: Nurses’ Perceptions of Their Responsibilities and Skills 
in Healthcare Quality 
 
In this chapter, the main intent of the analyses reported relate to the 
final research objective of Aim 2 of the study, to: 
g) examine if the survey (N-RiHQQ) is sensitive to change in 
nurses’ perceptions of their responsibilities for healthcare 
quality 
The sensitivity of the N-RiHQQ in measuring change in nurses’ 
perceptions over time was assessed based on the following: 
1. It was expected that there would be a reduction in ‘Don’t know’ 
responses to items between Point 1 and Point 2; 
2. It was expected that participants would rate their responsibility in 
relation to the items in the N-RiHQQ more strongly at Point 2 
compared to Point 1; and 
3. It was expected that participants would rate their perceived skills in 
relation to the items in the N-RiHQQ more strongly at Point 2 
compared to Point 1.  
The findings are presented in three sections. Section 1 outlines the 
demographic characteristics of the Phase 2 cohort that consisted of students 
in the 2015 and 2016 programs assessed on entry and exit to the program. 
The second section provides the analyses relating to missing data and 
Section 5.3 presents the differences in participants’ perceptions of their 
responsibilities and skills in healthcare quality on entry and exit from the 
program.  
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5.1 Demographic Characteristics of the Sample 
The demographic characteristics of the Phase 2 cohort sample who 
completed the composite survey in 2015 and 2016 are presented in Table 
5.1. The Phase 2 sample consisted of 169 participants at Point 1 (92%), and 
137 participants at Point 2 (76%); 121 (67%) participants completed the 
composite survey at both points in time. Not all participants who completed 
the survey at Point 1 participated at Point 2 (n = 48), and not all participants 
who completed the survey at Point 2 had completed a Point 1 survey (n = 
16). 
Participants were mostly female, aged 21 to 54 (M=29.02, SD = 6.2) 
years. The majority held a Bachelor of Nursing degree or preregistration 
Masters in Nursing as their highest qualification (83%), had less than five 
years of registered nurse experience (59%), and had less than 2 years of 
experience in a critical care area when they commenced the course (60%). 
The majority were employed in a metropolitan public or private hospital (65%) 
and were enrolled in the Intensive or Critical Care nursing course (59%).  
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Table 0.1  Characteristics of Phase 2 participants  
Characteristic Cohort 2015 and 2016 
 Point 1 
(n = 169) 
Point 2 
(n = 137) 
Matched pairs 
(n = 121) 
 n (%) n (%) n (%) 
Age (yr)    
Mean (SD) 28.32 (5.59) 29.02 (6.08) 28.17 (5.93) 
Median (IQR) 26.5 (6) 27.0 (7) 26.0 (6) 
21 -  25 66 (39.1) 52 (38) 54 (44.6) 
26 - 35 84 (49.7) 63 (46) 55 (45.5) 
36 – 45 15 (8.9) 16 (11.7) 9 (7.4) 
>45 4 (2.4) 5 (3.6) 3 (2.5) 
    
Female 148 (87.6) 121 (88.3) 109 (90.1) 
    
Years in nursing since RN registration    
Mean (±SD) 5.26 (4.89) 5.71 (4.89) 5.07 (5.12) 
Median (IQR) 3.2 (4.1) 3.80 (2.9) 3.0 (2.9) 
Less than 5  112 (66.3) 91 (66.4) 89 (73.6) 
5 to less than 10 33 (19.5) 25 (18.2) 15 (12.4) 
10 to less than 20 16 (9.5) 13 (9.5) 12 (9.9) 
More than 20  6 (3.6) 6 (4.4) 5 (4.1) 
    
Years in critical care area    
Mean (SD) 2.45 (3.23) 3.19 (3.71) 2.26 (3.21) 
Median (IQR) 1.5 (2.00) 1.90 (2.1) 1.30 (2.9) 
Less than 1  52 (30.8) 19 (13.9) 41 (33.9) 
1 to less than 2  48 (28.4) 47 (34.3) 38 (31.4) 
2 to less than 5  41 (24.3) 46 (33.6) 27 (22.3) 
5 to less than 10  17 (10.1) 10 (7.3) 8 (6.6) 
More than 10 8 (4.7) 10 (7.3) 7 (5.8) 
    
Specialty  course    
Intensive care 62 (36.7) 53 (38.7) 47 (38.8) 
Cardiac care 39 (23.1) 40 (29.2) 33 (27.3) 
Emergency care 30 (17.8) 22 (16.1) 22 (18.2) 
Critical care 38 (22.5) 22 (16.1) 19 (15.7) 
    
Employer    
Public metropolitan 45 (26.6) 35 (26.3) 35 (28.9) 
Private metropolitan 65 (38.5) 62 (45.3) 53 (43.8) 
Public regional/rural 55 (32.6) 31 (24.1) 31 (25.6) 
Private regional/rural 4 (2.4) 6 (4.4) 2 (1.7) 
    
Highest nursing qualification    
Hospital certificate or Diploma of 
Nursing  
10 (5.9) 11 (8.0) 7 (5.8) 
BNa  or preregistration MNb 140 (82.8) 114 (83.2) 99 (81.8) 
Postgraduate Certificate or 
Diploma  
16 (9.5) 10 (7.3) 13 (10.7) 
Master of Nursing 3(1.8) 2 (1.5) 2 (1.7) 
a Bachelor of Nursing; b preregistration Masters in Nursing  
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5.2 Missing Data 
This section provides an overview of the distribution of missing data, 
including ‘true’ missing data, (i.e., the participant did not provide a response), 
and the ‘Don’t know’’ responses, in the N-RiHQQ.  
5.2.1 Missing data: ‘True’ missing  
In the analysis, all missing data were random (MCAR). The frequency 
of true missing data was very small: less than 1% missing values in Point 1 
and Point 2 (Table 5.2). The MCAR test was not significant, indicating that 
the assumption of data missing completely at random was acceptable, for 
both the perceived responsibilities and skills scales.  
Table 0.2  Missing values analysis (true missing data) in the N-RiHQQ 
 Point 1 (N = 169) Point 2 (N = 137) 
Part A - Responsibilities   
Little’s MCAR test:   
Chi-square 75.64 148.69 
df 115 125 
p value .998 .073 
Cases with missing 
data, n (%) 
2 (1.18) 2 (1.46) 
Missing items, n (%) 13 (0.12) 3 (0.03) 
Part B – Perceived 
skills 
  
Little’s MCAR test:   
Chi-square 624.13 563.13 
df 627 690 
p value .525 > .999 
Cases with missing 
data, n (%) 
13 (7.69) 11 (8.03) 
Missing items, n (%) 79 (0.73) 14 (0.16) 
 
5.2.2 Missing data: ‘Don’t know’ responses.  
A missing values analysis for the ‘Don’t know’ responses was 
conducted to determine whether the ‘Don’t know’ responses were randomly 
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distributed, the percentage of cases with ‘Don’t know’ responses, and the 
total number and percentage of ‘Don’t know’ responses in the N-RiHQQ. 
Results are presented in Table 5.3. In addition, the frequency of ‘Don’t know’ 
responses was explored by subscale in order to inform the percentage 
selection for subscale mean substitution for cases with ‘Don’t know’ data (see 
Chapter 3, Section 3.7.2 (4b)). The results of this analysis are provided in 
Appendix O. 
Little’s MCAR test showed that the ‘Don’t know’ responses were not 
missing completely at random for the perceived responsibilities scale (p 
< .001). To explore this pattern, the total percentage of participants who had 
one or more ‘Don’t know’ responses at each time point for a subscale was 
summarised (Figure 5.1 and Figure 5.2). There was a higher percentage of 
‘Don’t know’ responses evident at both time points in the Evidence Based 
Practice (Point 1: 41.4%, Point 2: 31.4%) and Clinical Leadership and 
Governance (Point 1: 44.4%, Point 2: 32.8%) subscales, indicating that 
participants were less sure about their responsibilities in these two domains 
of healthcare quality than in the other domains (all less than 36.2% at both 
time points). In the ‘Perceived skills’ scale, there were also a higher 
percentage of participants with ‘Don’t know’ responses in the Evidence 
Based Practice and Clinical Leadership and Governance subscales; 
however, the Little’s MCAR did not reach significance, indicating that the 
distribution of ‘Don’t know’ responses was completely at random for this 
scale. 
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Table 0.3  Missing values analysis (‘Don’t know’ data) for the N-RiHQQ 
 Point 1 (N = 169) Point 2 (N = 137) 
Part A - Responsibilities   
Little’s MCAR test:   
Chi-square 6117.46 4478.65 
df 5898 3971 
p value .023 < .001 
Cases with ‘Don’t know’ 
missing data, n (%) 
107 (63.31) 73 (53.28) 
Missing items, n (%) 825 (7.62) 386 (4.40) 
Part B – Perceived skills   
Little’s MCAR test:   
Chi-square 3957.68 3461.16 
df 4399 3480 
p value > .999 .586 
Cases with ‘Don’t know’ 
missing data, n (%) 
81 (47.93) 65 (47.45) 
Missing items, n (%) 659 (6.09) 429 (4.89) 
 
 
 
Figure 0.1  Percentage of cases with one or more ‘Don’t know’ response in 
the ‘Perceived responsibilities’ scale of the N-RiHQQ 
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Figure 0.2  Percentage of cases with one or more ‘Don’t know’ response in 
the ‘Perceived skills’ scale of the N-RiHQQ 
5.2.3 Imputing data for missing items in the N-RiHQQ. 
Each participant’s subscale mean score was used to impute missing 
values (true missing data and ‘Don’t know’ data). Based on the distribution of 
true missing data (Table 5.2), and ‘Don’t know’ responses (Table 5.3 and 
Appendix 5.1), the threshold for imputing values for missing data was 10% or 
less missing data per subscale. The number of items in the five subscales of 
the N-RiHQQ ranged from seven to 17. Given that most participants only 
missed one or two items in each subscale, the 10% threshold accounted for 
subscales with fewer items.  
5.2.3.1 Rationale for selecting 10% as the threshold for 
substituting the case subscale mean score for missing data. 
The subscales of the N-RiHQQ have been psychometrically tested 
and validated. Exploratory factor analysis using a structural equation 
modelling process established that the instrument had acceptable fit (Chapter 
4). Items within each subscale are measuring the same underlying construct. 
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In view of this, it is reasonable to consider substituting the case subscale 
mean score for missing or ‘Don’t know’ responses for those cases that had 
provided valid data for most (90% or more) of the items in the subscale. A 
study comparing six different imputation techniques for dealing with missing 
data in the Zung Self-reported Depression scale found that when 10% of 
values are missing, all the imputation methods except random selection 
produce Kappa statistics greater than 0.80 indicating ‘near perfect’ 
agreement (Shrive, Stuart, Quan, & Ghali, 2006). Shrive et al. conclude that 
imputing the individual’s mean is an appropriate and simple method for 
dealing with missing data (2006). Hawthorne and Elliott (2005) refer to this as 
person mean substitution. Examining several common and simple 
procedures for handling missing data, Hawthorne and Elliott discuss the 
relative merits of each procedure in a variety of sample sizes and with 
differing levels of missing data, where the criteria were the true t-values for 
the entire sample. They found that person mean substitution, with at least 
half of the items present, was an effective strategy for dealing with missing 
data (2005).   
These previous studies suggest that the approach adopted in the 
current study (person mean subscale substitution for 10% or less missing 
data in a subscale) is a conservative threshold. This strategy maximised 
variance and maintained the sensitivity of the instrument to measure change, 
without the risk of reducing variance by substituting series mean scores for 
all variables with a ‘Don’t know’ or missing response, or utilising more 
complex methods of data imputation.  
In the interests of understanding the potential impact of missing data 
on outcomes, and as described in Chapter 3, Section 3.7.2, paired t-tests 
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were conducted for matched cases on data representing the following 
additional scenarios: 
1. Complete cases only (those who completed all items in each 
subscale); 
2. Cases where ‘missing’ or ‘Don’t know’ data occurred in more than 10% 
of items within a subscale and with missing items imputed using case 
subscale mean substitution case.  
5.3 Changes Over Time: Nurses’ Perceptions of their Responsibilities 
and Skills for Healthcare Quality 
To address the research objective of examining if the survey was 
sensitive to change in participants’ perceptions of their responsibilities for 
healthcare quality, three explorations were conducted consistent with the 
three expected changes outlined in the introduction to this chapter. First, the 
pattern of ‘Don’t know’ responses was analysed using McNemar’s chi-square 
test (Section 5.3.1). Second, shifts in mean scores for perceived 
responsibilities for each domain of healthcare quality between Points 1 and 2 
were explored using paired t-tests (Section 5.3.2.1). Finally, shifts in mean 
scores for perceived skills for each domain of healthcare quality between 
Points 1 and 2 were explored using paired t-tests (Section 5.3.3) 
5.3.1 Changes in ‘Agreement 1 – 4’ and ‘Don’t know’ responses 
in the N-RiHQQ between Points 1 and 2 
As illustrated in Table 5.4, the change in frequency of ‘Don’t know’ 
responses between Point 1 and 2 was statistically significant for two of the 
responsibilities subscales (Promotion of Safety, and Evidence Based 
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Practice). Although not significant, the other three subscales showed a trend 
towards a reduced frequency of ‘Don’t know’ responses at Point 2.  
In Part B, perceptions of skills for healthcare quality, percentages of 
participants with ‘Don’t know’ responses decreased at Point 2 for the 
subscales ‘Promotion of Safety’, ‘Evidence Based Practice’ and ‘Positive 
Interpersonal Behaviours’ but marginally increased in ‘Person Centred Care’ 
and ‘Clinical Leadership and Governance’ (Table 5.4). However, changes 
over time between ‘Agreement 1-4’ and ‘Don’t know’ were not statistically 
significant.  
Table 0.4  Frequency of ‘Agreement 1-4’ and ‘Don’t know’ in the N-RiHQQ at 
Point 1 and Point 2  
 Change in response 
between Points 1 and 2 
   
  'Don't know’ 
to 
‘Agreement 
1- 4’  
n (%) 
‘Agreement 
1- 4 to 
‘Don’t know’  
n (%) 
p 
valuea 
Odds 
Ratiob 
95% CIc 
Part A: Responsibilities 
Promotion of Safety 24 (19.8) 6 (5.0) .001 4 (1.64, 9.79) 
Evidence Based 
Practice 33 (27.3) 18 (14.9) .049 1.8 (1.03, 3.26) 
Positive Interpersonal 
Behaviours 21 (17.4) 15 (12.4) .405 1.4 (0.72, 2.72) 
Person Centred Care 12 (9.9) 7 (5.8) .359 1.7 (0.68, 4.36) 
Clinical Leadership and 
Governance 31 (25.6) 19 (15.7) .119 1.6 (0.92, 2.89) 
 
Part B: Skills  
Promotion of Safety 20 (16.5) 14 (11.6) .392 1.4 (0.72, 2.83) 
Evidence Based 
Practice 24 (19.9) 14 (11.6) .143 1.7 (0.89, 3.31) 
Positive Interpersonal 
Behaviours 11 (9.10) 10 (8.3) > .999 1.1 (0.47, 2.59) 
Person Centred Care 11 (9.10) 10 (8.3) > .999 1.1 (0.47, 2.59) 
Clinical Leadership and 
Governance 18 (14.9) 19 (15.7) > .999 0.9 (0.50, 1.81) 
a McNemar (two tailed); b Pair-Matched Odds Ratio; c 95% Confidence Interval; 
lower, upper 
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5.3.2 Change in nurses’ perceived responsibilities for healthcare 
quality over time: N-RiHQQ (Part A) 
Data in the ‘Perceived responsibilities’ scale were normally distributed 
in the ‘Evidence Based Practice’ and ‘Clinical Leadership and Governance’ 
subscales, but not normally distributed in the ‘Promotion of Safety’, ‘Positive 
Interpersonal Behaviours’ or ‘Person Centred Care’ subscales (Appendices 
5.2). Field (2013) states that in large samples, the Kolmogorov-Smirnov test 
can be significant even when the scores are only slightly different from a 
normal distribution and should be interpreted in conjunction with histograms, 
P-P or Q-Q plots and the values of skew and kurtosis. Tabachnick and Fidell 
(2014, p. 114) note that with reasonably large samples skewness will not 
“make a substantive difference in the analysis” and that the risk of 
underestimating variance in kurtosis is also reduced. As noted in Chapter 3, 
Section 3.7.2, Norman (2010) argues that parametric tests are robust with 
respect to violation of the normality assumption, and can be used with 
sample sizes greater than five. For these reasons, parametric tests were 
used in these analyses. 
Mean scores for perceived responsibilities for healthcare quality were 
higher at Point 2 for all five subscales, irrespective of missing data and 
imputed scores, indicating higher agreement with items at the end of the 
educational program. These differences were statistically significant for all 
subscales (Table 5.5). The effect sizes were variable: small, to medium, to 
large. In both the complete case scenario, and the 10% or less imputed data 
scenario, effect sizes were medium to large in the Evidence Based Practice 
subscale and the Clinical Leadership and Governance subscale. These were 
the two subscales with the highest percentage of participants with one or 
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more “Don’t know’ responses (see Figure 5.1), demonstrating consistency in 
the direction and focus of change. The statistically significant change in mean 
scores for the Evidence Based Practice subscale is also consistent with the 
statistically significant change in this subscale for the number of participants 
who changed from a ‘Don’t know’ response at Point 1 to an ‘Agreement 1- 4’ 
response at Point 2 (Table 5.4).   
Nine items in the N-RiHQQ were not part of a subscale. These items 
were assessed individually and the findings are reported in Table 5.6. Mean 
scores for perceived responsibilities for healthcare quality were higher at 
Point 2 in eight of the nine items indicating higher agreement with items at 
the end of the educational program. There were statistically significant shifts 
in perceptions of responsibilities, with small to medium effect size, in six of 
the nine items between Points 1 and 2. 
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Table 0.5  Paired t-tests: Perceived responsibilities for healthcare quality at Point 1 and Point 2 (Part A) 
Scale (No. of 
items) 
Range 
of 
scores 
Time 
Point  
Total samplea Matched 
sampleb  
Paired differences     
N Mean (SD) N Mean (SD) Mean (SD) t df 95% CIc P value  Cohen’s 
d 
Effect 
size 
1. Complete case 
Promotion of 
Safety (10) 
10-40 Point 1 106 33.62 (3.97) 66 33.57 (3.86) 1.71 (4.16) 3.30 65 (0.68, 2.73)  .001  0.44 small to 
medium Point 2 102 35.20 (3.86)  35.28 (3.43) 
Evidence 
Based 
Practice (13) 
13 - 52 Point 1 99 41.86 (5.52) 51 42.03 (5.5) 3.9 (6.05) 4.69 50 (2.27, 5.68) < .001 0.70 medium 
to large  Point 2 94 45.99 (4.58)  46.01 (4.55) 
Positive 
Interpersonal 
Behaviours (7) 
7-28 Point 1 133 24.35 (2.55) 79 24.63 (2.34) 0.64 (2.29) 2.50 78 (0 13, 1.15) .014 0.27 small 
Point 2 111 25.38 (2.27)  25.27 (2.33) 
Person 
Centred care 
(8) 
8-32 Point 1 139 27.18 (3.41) 95 27.28 (3.28) 0.92 (3.26) 2.76 94 (0.26, 1.59) .007  0.28 small 
Point 2 121 28.42 (2.93)  28.21 (2.94) 
Clinical 
Leadership 
and 
Governance 
(17) 
17-68 Point 1 93 53.00 (7.11) 47 52.97 (6.74) 5.12 (7.65) 4.59 46 (2.87, 7.37)  < .001  0.75 medium 
to large Point 2 81 57.96 (7.33)  58.10 (6.69) 
2. 10% or less missing or ‘don’t know’ replaced with case subscale mean 
Promotion of 
Safety (10) 
 
 
 
10-40 Point 1 137 33.15 (3.97) 96 33.89 (3.93) 1.44 (4.17) 3.30 95 (0.59, 2.28)  .001  0.36 small to 
medium Point 2 128 34.60 (3.97)  34.77 (3.92) 
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Scale (No. of 
items) 
Range 
of 
scores 
Time 
Point  
Total samplea Matched 
sampleb  
Paired differences     
N Mean (SD) N Mean (SD) Mean (SD) t df 95% CIc P value  Cohen’s 
d 
Effect 
size 
Evidence 
Based 
Practice (13) 
 
13 - 52 Point 1 119 41.80 (5.50) 73 41.52 (5.33) 3.99 (5.71) 5.96 72 (2.65, 5.32)  < .001 0.74 medium 
to large Point 2 116 45.58 (4.69)  45.51 (4.53) 
Positive 
Interpersonal 
Behaviours (7) 
 
7-28 Point 1 156 24.34 (2.54) 106 24.41 (2.48) 0.86 (2.43) 3.60 105 (0.39, 1.33)  < .001 0.34 small to 
medium Point 2 130 25.34 (2.25)  25.27 (2.29) 
Person 
Centred care 
(8) 
 
8-32 Point 1 153 27.05 (3.33) 109 27.05 (3.20) 1.18 (3.33) 3.72 108 (0.55, 1.82)  < .001 0.36 small to 
medium Point 2 134 28.38 (2.95)  28.24 (2.92) 
Clinical 
Leadership 
and 
Governance 
(17) 
17-68 Point 1 123 52.11 (7.23) 83 51.75 (7.57) 5.41 (7.91) 6.23 82 (3.68, 3.68)  < .001  0.71 medium 
to large Point 2 117 57.14 (7.28) 57.16 (7.16) 
3. All missing or ‘don’t know’ replaced with case subscale mean 
Promotion of 
Safety (10) 
10-40 Point 1 169 33.07 (4.01) 121 32.77 (3.96) 1.60 (4.08) 4.33 120 (0.87, 2.34)  < .001 0.40 small to 
medium Point 2 137 34.66 (3.90)  34.38 (3.95) 
Evidence 
Based practice 
(13) 
13 - 52 Point 1 169 41.54 (5.35) 121 41.16 (5.31) 3.56 (5.48) 7.15 120 (-2.57, 4.55)  < .001 0.67 medium 
Point 2 137 44.96 (4.80)  44.73 (4.72) 
Positive 
Interpersonal 
Behaviours (7) 
 
 
 
7-28 Point 1 169 24.46 (2.58) 121 24.55 (2.51) 0.79 (2.56) 3.43 120 (-3.43, 1.26)   .001 0.31 small  
Point 2 137 25.39 (2.23)  25.34 (2.27) 
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Scale (No. of 
items) 
Range 
of 
scores 
Time 
Point  
Total samplea Matched 
sampleb  
Paired differences     
N Mean (SD) N Mean (SD) Mean (SD) t df 95% CIc P value  Cohen’s 
d 
Effect 
size 
Person 
Centred care 
(8) 
8-32 Point 1 169 26.98 (3.30) 121 27.02 (3.13) 1.27 (3.27) 4.27 120 (0.68, 1.85)  < .001 0.40 small to 
medium Point 2 137 28.36 (2.96)  28.29 (2.95) 
Clinical 
Leadership 
and 
Governance 
(17) 
17-68 Point 1 169 
 
52.12 (7.06) 121 51.67 (7.31) 4.54 (7.45) 6.70 120 (3.19, 5.88)   < .001  0.62 medium 
Point 2 137 56.42 (7.56)  56.21 (7.40) 
 Note: Pairwise deletion was used accounting for differences in the total number of matched responses (sample) per subscale; a Point 1: N = 169; Point 2: N = 
137; b N = 121; c 95% Confidence Interval: lower, upper;   
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Table 0.6  Paired t-tests: Non-subscale items - Perceived responsibilities for healthcare quality at Point 1 and Point 2 (Part A) 
Item: ‘It is my 
responsibility……’ 
Time 
Point  
Total samplea Matched sampleb Paired differences 
N Mean (SD) N Mean (SD) Mean (SD) t df 95% CIc p 
value  
Cohen’s 
d 
Effect 
size 
 to access and evaluate 
high quality electronic 
sources of health care 
information 
Point 1 147 3.22 (0.64) 103 3.17 (0.63) 0.28 (0.8) 
 
3.58 
 
102 
 
(0.13, 0.44)  
 
0.001 
 
0.45 
 
medium 
Point 2 128 3.48 (0.6) 103 3.45 (0.62) 
             
 to participate in the 
ethical oversight of 
continuous quality 
improvement projects in 
my unit 
Point 1 155 3.15 (0.57) 100 3.13 (0.56) 0.18 (0.76) 
 
2.38 
 
99 
 
(0.03, 0.33)  
 
0.019 
 
0.32 
 
small to 
medium Point 2 125 3.34 (0.63) 100 3.31 (0.63) 
             
 to continuously assess 
and monitor my own 
efforts to be patient-
centered 
Point 1 165 3.69 (0.48) 116 3.76 (0.43) 0.03 (0.54) 
 
0.52 
 
115 
 
(-0.07, 0.12),  
 
0.604 
 
0.06 
 
 
 
 
Point 2 134 3.79 (0.41) 116 3.78 (0.41) 
 be aware of my patients’ 
health literacy 
Point 1 162 3.66 (0.48) 108 3.72 (0.45) 0.01 (0.57) 
 
0.17 
 
107 
 
(-0.10, 0.12) 
 
0.867 
 
0.02 
 
 
 
Point 2 129 3.73 (0.45) 108 3.73 (0.45) 
 to document variations 
from agreed guidelines 
(for example, care plans) 
Point 1 163 3.66 (0.5) 116 3.68 (0.47) -0.03 (0.61) 
 
-0.46 
 
115 
 
(-0.14, 0.09) 
 
0.649 
 
-0.06 
 
 
 
 
Point 2 131 3.66 (0.51) 116 3.66 (0.51) 
 to be sure that the care I 
am giving in my unit is 
based on best evidence 
Point 1 168 3.72 (0.46) 121 3.73 (0.47) 0.15 (0.49) 
 
3.31 
 
120 
 
(0.06, 0.24)  
 
0.001 
 
0.32 
 
small to 
medium 
 
Point 2 137 3.87 (0.34) 121 3.88 (0.33) 
 to have a good 
understanding of the 
anatomy and physiology 
underlying my patient’s 
Point 1 167 3.8 (0.41) 119 3.81 (0.4) 0.09 (0.45) 
 
 
 
2.24 
 
118 
 
(0.01, 0.17)  
 
0.027 
 
0.23 
 
small 
Point 2 137 3.91 (0.28) 119 3.90 (0.3) 
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Item: ‘It is my 
responsibility……’ 
Time 
Point  
Total samplea Matched sampleb Paired differences 
N Mean (SD) N Mean (SD) Mean (SD) t df 95% CIc p 
value  
Cohen’s 
d 
Effect 
size 
assessment findings and 
management strategies 
 to have a good working 
knowledge of all the 
treatments my patient 
receives 
Point 1 165 3.71 (0.47) 118 3.71 (0.46) 0.17 (0.54) 
 
3.39 
 
117 
 
(0.07, 0.27)   
 
0.001 
 
0.37 
 
small to 
medium 
 
Point 2 137 3.88 (0.32) 118 3.88 (0.33) 
 to identify and implement 
safety solutions 
Point 1 163 3.4 (0.56) 114 3.39 (0.57) 0.13 (0.65) 
 
2.18 113 (0.01, 0.25)  0.032 0.23 small 
Point 2 132 3.55 (0.57) 114 3.53 (0.58) 
Note: Pairwise deletion was used accounting for differences in the total number of matched responses (sample);  a Point 1: N = 169; Point 2: N = 137; b N = 121;  c 
95% Confidence Interval: lower, upper;  
Chapter 5: Nurses’ Perceptions of Their Responsibilities and Skills in Healthcare Quality 
224 
 
5.3.3 Change in nurses’ perceived skills for healthcare quality 
over time: N-RiHQQ (Part B) 
Data in the ‘Perceived skills’ scale were normally distributed in the 
‘Evidence Based Practice’ and ‘Clinical Leadership and Governance’ 
subscales, but not normally distributed in the ‘Promotion of safety’, ‘Positive 
Interpersonal Behaviours’ or ‘Person Centred Care’ subscales (Appendices 
5.3). Consistent with the rationale provided above in Section 5.3.2, 
parametric tests were also used in these analyses. 
Mean scores for perceived skills for healthcare quality were higher at 
Point 2 for all five subscales, irrespective of missing data and imputed 
scores, indicating higher agreement with items at the end of the educational 
program. These differences were statistically significant for all subscales 
(Table 5.7). The effect sizes were variable: small, to medium, to large. In both 
the complete case scenario, and the 10% or less imputed data scenario, 
effect sizes were medium to large in the Clinical Leadership and Governance 
subscale. Effect sizes were large for the Evidence Based Practice subscale 
in the complete cases data set and medium to large in the 10% or less 
imputed data scenario. These were the two subscales with the highest 
percentage of participants with one or more ‘Don’t know’ responses (see 
Table 5.5), demonstrating consistency in the direction and focus of change.  
The nine items which were not part of the N-RiHQQ subscales were 
assessed individually. The findings are reported in Table 5.8. Mean scores for 
perceived skills for healthcare quality were higher at Point 2 in all nine items 
indicating higher agreement with items at the end of the educational program. 
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There were statistically significant shifts in perceptions of skills, with small to 
medium effect size, in all nine items between Points 1 and 2. 
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Table 0.7  Paired t-tests: Perceived skills for healthcare quality at Point 1 and Point 2 (Part B) 
Scale (No. of 
items) 
Possible 
range of 
scores 
Time 
Point  
Total samplea Matched pairsb Paired differences 
No. 
of 
case
s 
Mean (SD) No. 
of 
case
s 
Mean (SD) Mean (SD) t df 95% CIc P 
value  
Cohen’s 
d  
Effect size 
1. Complete case 
Promotion of 
Safety (10) 
 
10-40 Point 1 127 31.06 (5.10) 78 31.34 (5.50) 2.67 (5.86) 4.03 77 (1.35, 4.00)  < .001 0.49 medium 
Point 2 112 33.76 (4.42)  34.02 (4.37)  
Evidence 
Based 
Practice (13) 
 
13 - 52 Point 1 104 37.74 (7.00) 59 37.18 (6.98) 5.76 (7.25) 6.09 58 (3.87, 7.65)  < .001 0.83 large 
Point 2 98 43.53 (5.75)  42.94 (5.44)  
Positive 
Interpersonal 
Behaviours (7) 
 
7-28 Point 1 145 23.68 (2.84) 95 23.98 (2.54) 0.61 (2.62) 2.26 94 (2.26, 1.14)  .026 0.24 small 
Point 2 122 24.60 (2.88)  24.60 (2.74)  
Person 
Centred Care 
(8) 
 
8-32 Point 1 147 26.49 (3.44) 91 26.84 (3.26) 1.53 (3.00) 4.88 90 (0.91, 2.16)  < .001 0.46 medium 
Point 2 117 28.20 (3.17)  28.38 (2.98)  
Clinical 
Leadership 
and 
Governance 
(17) 
17-68 Point 1 107  48.91 (7.91) 57 49.42 (1.07) 5.35 (8.65) 4.67 56 (3.05, 7.64)  < .001 0.68 medium to 
large 
Point 2 84 54.20 (8.45)  54.77 (1.07)   
2. Up to 10% of missing or ‘don’t know’ data was substituted with the subscale mean 
Promotion of 
Safety (10) 
 
 
 
10-40 Point 1 145 31.06 (5.06) 99 30.89 (5.41) 2.79 (5.55) 5.00 98 (1.68, 3.90)  < .001 0.52 medium 
Point 2 126 33.60 (4.39)  33.69 (4.35)  
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Scale (No. of 
items) 
Possible 
range of 
scores 
Time 
Point  
Total samplea Matched pairsb Paired differences 
No. 
of 
case
s 
Mean (SD) No. 
of 
case
s 
Mean (SD) Mean (SD) t df 95% CIc P 
value  
Cohen’s 
d  
Effect size 
Evidence 
Based 
Practice (13) 
 
13 - 52 Point 1 131 37.55 (7.18) 80 37.67 (7.00) 5.26 (7.75) 6.07 79 (3.54, 6.99)  < .001 0.75 medium to 
large 
Point 2 110 43.11 (5.88)  42.94 (5.75)  
Positive 
Interpersonal 
Behaviours (7) 
 
7-28 Point 1 158 23.60 (2.84) 111 23.69 (2.72) 0.71 (2.59) 2.19 110 (0.23, 1.20)  .004 0.26 small  
Point 2 133 24.51 (2.83)  24.40 (2.74)  
Person 
Centred Care 
(8) 
 
8-32 Point 1 162 26.35 (3.43) 116 26.42 (3.34) 1.90 (3.05) 6.72 115 (1.34, 2.46)  < .001 0.57 medium 
Point 2 133 28.24 (3.23)  28.32 (3.03)  
Clinical 
Leadership 
and 
Governance 
(17) 
17-68 Point 1 135 49.41 (8.15) 85 49.53 (8.26) 5.22 (8.60) 5.59 84 (3.36, 7.07)  < .001 0.63 medium to 
large 
Point 2 111 54.23 (8.12)  54.76 (7.97)  
3. All missing or ‘don’t know’ replaced with subscale mean 
Promotion of 
Safety (10) 
 
10-40 Point 1 168 31 00 (4.78) 120 30.92 (5.14) 2.64 (5.22) 5.55 119 (1.70, 3.59)  < .001 0.51 medium 
Point 2 137 33.59 (4.39)  33.57 (4.27)  
Evidence 
Based 
Practice (13) 
 
13 - 52 Point 1 168 37.84 (6.77) 120 37.27 (6.65) 5.19 (7.14) 7.96 119 (3.90, 6.49)  < .001 0.78 large 
Point 2 137 42.57 (5.82)  42.47 (5.63)  
Positive 
Interpersonal 
Behaviours (7) 
 
7-28 Point 1 168 23.65 (2.80) 120 23.67 (2.68) 0.70 (2.72) 2.81 119 (0.20, 1.19)  .006 0.26 small 
Point 2 137 24.43 (2.82)  24.37 (2.76)  
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Scale (No. of 
items) 
Possible 
range of 
scores 
Time 
Point  
Total samplea Matched pairsb Paired differences 
No. 
of 
case
s 
Mean (SD) No. 
of 
case
s 
Mean (SD) Mean (SD) t df 95% CIc P 
value  
Cohen’s 
d  
Effect size 
Person 
Centred Care 
(8) 
 
8-32 Point 1 168 26.30 (3.40) 120 26.38 (3.31) 1.90 (3.01) 6.91 119 (1.35, 2.44)  < .001 0.57 medium 
Point 2 137 28.24 (3.24)  28.28 (3.04)  
Clinical 
Leadership 
and 
Governance 
(17) 
17-68 Point 1 168 49.01 (7.86) 121 48.73 (7.72) 5.32 (8.02) 7.26 119 (3.87, 6.77)  < .001 0.69 medium to 
large 
Point 2 137 54.10 (8.03)  54.05 (7.49)  
Note: Pairwise deletion was used accounting for differences in the total number of matched responses (sample);  a  Point 1: N = 169; Point 2: N = 137; b N = 121; 
c95% Confidence Interval: lower, upper;  
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Table 0.8  Paired t-tests: Non-subscale items - Perceived skills for healthcare quality at Point 1 and Point 2 (Part B) 
Item: ‘I have the skills 
……’ 
Time 
Point  
Total samplea Matched sampleb Paired differences 
N Mean (SD) N Mean (SD) Mean (SD) t df 95% CIc P value  Cohen’s 
d 
Effect size 
 to access and evaluate 
high quality electronic 
sources of health care 
information 
Point 1 150 2.93 (0.69) 101 2.90 (0.70) 0.42 (0.94) 
 
4.44 
 
100 
 
(0.23, 0.60)  
 
0.000 
 
0.59 
 
medium 
 Point 2 127 3.33 (0.64) 101 3.32 (0.66) 
             
 to participate in the 
ethical oversight of 
continuous quality 
improvement projects in 
my unit 
Point 1 144 2.86 (0.68) 95 2.86 (0.65) 0.26 (0.77) 
 
3.31 
 
94 
 
(0.11, 0.42)  
 
0.001 
 
0.41 
 
small to 
medium  Point 2 119 3.14 (0.60) 95 3.13 (0.59) 
             
 to continuously assess 
and monitor my own 
efforts to be patient-
centered 
Point 1 166 3.49 (0.54) 118 3.51 (0.54) 0.14 (0.63) 
 
2.48 
 
117 
 
(0.03, 0.26)  
 
0.015 
 
0.27 
 
small  
 Point 2 137 3.65 (0.49) 118 3.65 (0.50) 
             
 be aware of my 
patients’ health literacy 
Point 1 164 3.47 (0.52) 116 3.48 (0.54) 0.18 (0.67) 
 
2.92 
 
115 
 
(0.06, 0.30)  
 
0.004 
 
0.34 
 
small to 
medium  Point 2 135 3.64 (0.50) 116 3.66 (0.49) 
             
 to document variations 
from agreed guidelines 
(for example, care 
plans) 
Point 1 163 3.37 (0.61) 110 3.41 (0.60) 0.16 (0.66) 
 
2.61 
 
109 
 
(0.04, 0.29)  
 
0.010 
 
0.28 
 
small  
 Point 2 131 3.56 (0.54) 110 3.57 (0.53) 
             
 to be sure that the care 
I am giving in my unit is 
based on best evidence 
 
Point 1 166 3.43 (0.55) 115 3.43 (0.55) 0.16 (0.56) 
 
3.02 
 
114 
 
(0.05, 0.26)  
 
0.003 
 
0.29 
 
small  
 Point 2 134 3.57 (0.50) 115 3.59 (0.49) 
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Item: ‘I have the skills 
……’ 
Time 
Point  
Total samplea Matched sampleb Paired differences 
N Mean (SD) N Mean (SD) Mean (SD) t df 95% CIc P value  Cohen’s 
d 
Effect size 
 to have a good 
understanding of the 
anatomy and physiology 
underlying my patient’s 
assessment findings 
and management 
strategies 
 
Point 1 165 3.37 (0.64) 118 3.39 (0.64) 0.25 (0.65) 
 
4.09 
 
117 
 
(0.13, 0.36)  
 
0.000 
 
0.38 
 
small to 
medium  Point 2 136 3.63 (0.53) 118 3.64 (0.53) 
 to have a good working 
knowledge of all the 
treatments my patient 
receives 
Point 1 166 3.33 (0.63) 118 3.33 (0.63) 0.31 (0.64) 
 
5.35 
 
117 
 
(0.20, 0.43)  
 
0.000 
 
0.50 
 
medium 
 Point 2 136 3.64 (0.50) 118 3.64 (0.50) 
             
 to identify and 
implement safety 
solutions 
Point 1 160 3.18 (0.61) 111 3.18 (0.62) 0.15 (0.78) 
 
2.08 
 
110 
 
(0.01, 0.30)  
 
0.040 
 
0.25 
 
small  
 Point 2 133 3.36 (0.61) 111 3.33 (0.62) 
Note: Pairwise deletion was used accounting for differences in the total number of matched responses (sample);   a Point 1: N = 169; Point 2: N = 137; b N = 121; c95% 
Confidence Interval: lower, upper 
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5.4 Discussion 
The intent of the analyses reported in this chapter was to determine 
whether the N-RiHQQ is sensitive to change in participants’ perceptions of 
their responsibilities for healthcare quality. This was assessed by exploring: 
1) changes in ‘Don’t know’ responses between Point 1 and Point 2; 2) 
changes in perceived responsibility for healthcare quality between Point 1 
and Point 2; and, 3) changes in perceived skills for healthcare quality 
between Point 1 and Point 2. The findings showed that by the end of the 
program, the frequency of ‘Don’t know’ responses reduced and agreement 
with responsibilities and perceived skills for healthcare quality was stronger. 
These findings suggest that the N-RiHQQ is sensitive to change in this 
cohort.   
The age and career stage of the participants in this study was for the 
most part, reflective of the age and career stage of postgraduate critical care 
nursing students reported in the published literature. However, nurses 
undertaking critical care studies tend to be younger and less experienced 
than those studying non-critical care specialties. For example, Joyce and 
Cowman (2007) found that 62% of the participants in their study (N = 243) 
had been qualified for more than five years. The average age of nurses 
commencing postgraduate programs in Whyte, Lugton and Fawcett’s study 
(2000) was 36.4 with 82% aged between 30 and 49, and, in a large 
longitudinal Australian study by Pelletier, Donoghue and Duffield (2003), 34.2 
years. Of particular interest is that participants in the current study had less 
critical care experience than those in previous studies of postgraduate critical 
care students (Chaboyer & Retsas, 1996; Rogal & Young, 2008). This 
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difference may reflect a change in hospital requirements for staff to 
undertake specialist programs to meet rising patient acuity and address staff 
shortages, and the current trend for graduates to move quickly into specialist 
practice areas. It may also reflect an understanding that postgraduate 
qualifications in critical care accelerates development of knowledge and skill 
in patient assessment, critical thinking and decision making, and expands 
career opportunities.  
Findings were consistent regardless of the data scenario used 
(complete cases only, cases where ‘missing’ or ‘Don’t know’ data occurred in 
10% or less items within a subscale and with missing items imputed using 
case subscale mean substitution, and cases where ‘missing’ or ‘Don’t know’ 
data occurred in more than 10% of items within a subscale and with missing 
items imputed using case subscale mean substitution (see Chapter 3, 
Section 3.7.2, and this chapter, Section 5.3.2.1)). This suggests missing data 
had minimal impact on outcomes. 
There were very little true missing data in responses to the N-RiHQQ 
which may be explained by the option of a ‘Don’t know’ response. The ‘Don’t 
know’ response options showed some interesting trends that suggests a 
meaningful distinction between true missing data and ‘Don’t know’ 
responses. It was evident that 63% of participants selected the option ‘Don’t 
know’ at least once in either section of the N-RiHQQ at one or more time 
points. The high frequency of ‘Don’t know’ responses in the N-RiHQQ is an 
important finding, suggesting that many participants did not have a clear 
sense of their responsibilities in healthcare quality when they began their 
postgraduate studies, or were not confident that they were appropriately 
skilled. The lower percentage of ‘Don’t know’ responses at Point 2 compared 
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to Point 1 for all subscales in the perceived responsibilities scale, with shifts 
in ‘Promotion of Safety’ and ‘Evidence Based Practice’ reaching statistical 
significance, suggests participants had a better understanding of what their 
roles in healthcare quality entail at this time point. This is an important finding 
given the central role nurses play in promoting safety and direct patient care. 
Percentages of ‘Don’t know’ responses at Point 2 compared to Point 1 were 
lower in three of the five subscales in the perceived skills scale, however no 
subscale changes reached statistical significance. Despite this, the paired t-
tests for perceived skills demonstrated change in perceived skills over time.     
The findings of the changes in ‘Don’t know’ responses are consistent 
with the changes in mean scores for perceptions of roles and responsibilities 
for healthcare quality. The reduced number of ‘Don’t know’ responses over 
time was accompanied by statistically significant higher mean scores for 
perceived responsibilities in each healthcare quality domain. This change in 
the way participants responded to the N-RiHQQ suggests that their 
perceptions of responsibilities changed over time, and the tool was sensitive 
to this change.  
By the end of the program, participants selected responses suggestive 
of more strongly accepted responsibility for core activities known to reduce 
error and improve the quality of healthcare. In the same way, participants 
were more confident that they had many of the skills required to deliver 
quality healthcare. Effect sizes were largest in ‘Evidence Based Practice’ and 
‘Clinical Leadership and Governance’ subscales for both the perceived 
responsibilities and the perceived skills scales. This change was consistent 
with the finding that the percentage of ‘Don’t know’ responses were highest in 
these two subscales for both the perceived responsibilities and the perceived 
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skills scales. There was consistency in the direction and focus of change in 
students’ responses to the N-RiHQQ items.  
There is increasing focus on the importance of reporting effect size in 
quantitative studies (American Psychological Association, 2010; Sullivan & 
Feinn, 2012). Effect size is an objective and standardised measure of the 
magnitude of the differences between two groups (Coe, 2002; Field, 2013) 
and is particularly useful when the measurements have no intrinsic meaning, 
such as numbers on a Likert scale (Sullivan, 2012), as in the N-RiHQQ. 
Effect size is a valuable measure because statistical significance does not 
provide meaningful information about the importance of an effect. In this 
study, effect sizes ranged from small to medium, and medium to large, 
allowing judgements about the importance of the changes.  
The changes in participants’ perceptions of their responsibilities and 
skills in healthcare quality practices arguably bring participants further in line 
with the expected Australian registered nurse standards (NMBA, 2016), and 
performance standards of the relevant specialist organisations (ACCCN, 
2015; CENA, 2013). The medium to large effect size for perceived 
responsibilities and perceived skills for evidence-based practice was a 
pleasing finding as participation and application of evidence-based practices 
is designed to improve the safety and quality of healthcare (Melnyk et al., 
2014). The items in this subscale explored nurses’ perceived roles in finding, 
critiquing, implementing, communicating and generating best evidence for 
practice. There is a focus on leadership in knowledge translation, including 
leading and coordinating quality improvement strategies and initiating 
changes in policy and procedural guidelines. By Point 2, participants 
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provided responses suggestive of heightened awareness and acceptance of 
their responsibilities and skills in these aspects of healthcare quality.   
The knowledge, skills and attitudes commensurate with advanced 
practice roles in discipline specialties (the knowledge and skills needed to 
provide care for critically ill patients) and in the behaviours that improve the 
safety and quality of healthcare, include proficiency and accountability in the 
broader, higher level domains of quality healthcare, including clinical 
leadership (Mannix et al., 2013; Patrick et al., 2011). Therefore, it was 
pleasing to see the medium to large effect size of the change in perceived 
responsibilities and skills for clinical leadership and governance. The core 
units of the Graduate Certificate program do not include any focused 
teaching or assessment on clinical leadership and governance, yet, 
participants reported higher perceived responsibilities and skills in this 
domain by the end of the course, changes which reached statistical 
significance in this cohort. It is possible that developing a sense of 
responsibility and skills for the other domains was associated with increased 
acceptance of the role as a clinical leader. It is also possible that the 
experience of postgraduate education with the acquisition of knowledge, skill 
and confidence, empowered participants to recognise and accept their roles 
in clinical leadership and governance. Given the age and career stage of the 
sample, it is also possible that participants may be considering leadership 
roles for the first time and the shifts reflect this maturation.  
Postgraduate critical care programs are designed to support students 
to develop broader and more comprehensive perspectives on their roles and 
responsibilities in healthcare quality and develop the skills required to deliver 
high quality care in their specialty. Higher levels of agreement with the 
Chapter 5: Nurses’ Perceptions of Their Responsibilities and Skills in Healthcare Quality 
236 
 
responsibilities and skills listed in the N-RiHQQ were expected if the scale 
were sensitive to these changes. The findings of overall consistency in the 
direction of level of agreement with each subscale, and a reduction in the 
‘Don’t know’ responses, provides some evidence of the integrity of the 
instrument and its sensitivity to detect change in perceptions of healthcare 
responsibilities.  
5.5 Summary 
In this chapter, the sensitivity of the N-RiHQQ to change in 
participants’ perceptions of their responsibilities for healthcare quality was 
explored and established. In this cohort of nurses undertaking postgraduate 
specialty education, there was evidence that they were less ambivalent 
about, and more strongly acknowledged, their roles and responsibilities for a 
broad range of quality care practices at the end of the program. In addition, 
they were more confident in their quality and safety related skills.  
In Chapters 6 to 8, factors that may have influenced students’ 
perceptions of their roles and responsibilities in healthcare quality are 
explored and analysed. Chapters 6 and 7 explore intrinsic influences and 
Chapter 8, extrinsic influences. In the next chapter, Chapter 6, participants’ 
beliefs about the domains of healthcare quality are described. The chapter 
includes a discussion of nurse perceived barriers to achieving role 
expectations in healthcare quality within those domains.  
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Chapter 6: Nurses’ Understanding of Healthcare Quality and Role 
Perceptions. 
This is the first of three chapters in which factors that may have 
influenced participants’ perceptions of their roles and responsibilities in 
healthcare quality are explored and analysed to assess the concurrent 
validity of the N-RIHQQ. In this chapter, the main intent of the analyses 
reported relate to research objectives ‘h’ to ‘j’ of Aim 3 of the study: 
h) to describe nurses’ understanding of healthcare quality and what 
they recognise as relevant to their role; 
i) to describe nurse perceived barriers to achieving role 
expectations in healthcare quality; and 
j) to identify how nurses’ understanding of their roles in healthcare 
quality maps to the domains articulated in the literature derived 
conceptual model.  
The findings are presented in four sections. Section 1 outlines the 
demographic characteristics of the Phase 2 cohort that consisted of students 
in the 2014 and 2015 programs who participated in a focus group. The 
second section provides the analyses relating to research objective ‘h’, 
describing participants’ understanding of healthcare quality and what they 
recognise as relevant to their role. This includes results for the analyses of 
Question 4 from the Entry survey. These data provide an additional data 
source exploring participants’ perceptions of their roles in healthcare quality. 
Perceived barriers to achieving role expectations in healthcare quality 
(objective ‘i’) are described in Section 3, and participants’ perceptions of 
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factors that have contributed to a change in understanding of roles in 
perceptions about healthcare quality are described in Section 4.  
6.1. Demographic Characteristics of Focus Group Participants 
Seventy-four students elected to participate in a focus group (50 at 
Point 1 and 24 at Point 2). Ten focus groups were conducted. Demographic 
characteristics (Table 6.1) of this subsample were consistent with those of 
the overall sample that completed the composite questionnaire in the Phase 
2 cohort study (Chapter 5, Section 5.1). 
Table 0.1  Characteristics of focus group participants (N = 74) 
Characteristics Focus group sample (2014-
2015) 
 Point 1  
(N = 50)b 
Point 2  
(N = 24) c 
 n (%) n (%) 
Age   
Mean (SD) 30.3 (6.61) 28.7 (4.67) 
Median (IQR) 28 (8) 26.5 (8) 
21 - 25 12 (24) 5 (20.8) 
26 - 35 26 (52) 14 (58.3) 
36 – 45 5 (10) 1 (4.2) 
>45 3 (6) 0 (0) 
   
Female 41 (82) 19 (79.2) 
   
Years in nursing since RN registration   
Mean (±SD) 7.01 (6.25) 6.39 (4.62) 
Median (IQR) 4.1 (7.1) 4.63 (6.2) 
Less than 5  27 (54) 11 (45.8) 
5 to less than 10 7 (14) 5 (20.8) 
10 to less than 20 9 (18) 4 (16.7) 
More than 20  3 (6) 0 (0) 
   
Years in critical care area   
Mean (SD) 3.48 (3.6) 3.61 (3.76) 
Median 2.2 (1.9) 2.08 (2.6) 
Less than 1  4 (8) 3 (12.5) 
1 to less than 2  13 (26) 6 (25) 
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Characteristics Focus group sample (2014-
2015) 
 Point 1  
(N = 50)b 
Point 2  
(N = 24) c 
 n (%) n (%) 
2 to less than 5  19 (38) 7 (29.2) 
5 to less than 10  5 (10) 2 (8.3) 
More than 10 5 (10) 2 (8.3) 
   
Specialty course   
Intensive care 12 (24) 4 (16.7) 
Cardiac care 18 (36) 12 (50) 
Emergency care 8  (16) 1 (4.2) 
Critical care 9 (18) 3 (12.5) 
   
Employer   
Public metropolitan 11 (22) 11 (45.8) 
Private metropolitan 21 (42) 3 (12.5) 
Public regional/rural 12 (24) 5 (20.8) 
Private regional/rural 3 (6) 1 (4.2) 
   
Highest nursing qualification   
Hospital certificate or Diploma of 
Nursing  
12 (24) 0 (0) 
BNd or preregistration MNe 35 (70) 19 (79.2) 
Postgraduate Certificate or 
Diploma  
0 (0) 1 (4.2) 
Master of Nursing 0 (0) 0 (0) 
a missing data: n = 3 (0.8%); b missing data: n = 3 (6%); c missing data: n = 
4 (16%);  d Bachelor of Nursing; e preregistration Masters in Nursing (n = 
11, 2.8%) 
 
6.2. Nurses’ Understanding of their Roles in Healthcare Quality  
As described in Chapter 3, Section 3.5.3.6, the aims of the focus 
groups were to explore: 1) how participants conceptualised quality; 2) what 
they believed their roles and responsibilities were for quality; 3) what they 
believed impeded operationalisation of their roles and responsibilities in the 
clinical environment; and 4) the context for any changes in perceptions about 
quality and safety, including perceived impact of postgraduate study, and any 
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changes in participants’ clinical environments that may have affected role 
perceptions. These beliefs and understandings were considered an intrinsic 
factor that provided context for understanding participants’ perceptions of 
their roles and responsibilities for healthcare quality reflected in responses to 
the N-RiHQQ. Thus, the focus groups provided a data source to explore the 
factors that may explain change, or lack of change, in responses to the N-
RiHQQ over time. 
Focus group interview questions common to both Point 1 and Point 2 
were combined for analysis, as there was no intention to measure change 
from focus group data. Asking the same questions at two points in time 
enabled an exploration of participants’ understanding of the healthcare 
quality domains from a larger, more diverse group of participants. It provided 
an opportunity to explore which domains were well developed and frequent in 
the participants’ focus group conversations, and the ways they expressed 
their roles within each domain. The additional Point 2 questions allowed for a 
deeper exploration of the domains from a cohort with seven months’ 
additional clinical and course experience, and to identify perceived impact of 
postgraduate study, and any changes in participants’ clinical environments, 
that may have affected perceptions of roles in healthcare quality.  
 As described in Chapter 3, Section 3.7.3, the approach to focus group 
data analysis was determined by research objective ‘j’: to identify how 
nurses’ understanding of healthcare quality maps to the domains articulated 
in the literature derived conceptual model. First, data were analysed 
deductively and coded to one of the domains of the conceptual model. Data 
within each domain were then analysed inductively to identify themes that 
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described patterns in the elements or nuances of participants’ understanding 
of their roles within each domain.  
There were data aligning with all seven domains. Three domains 
(Person Centred Care, Positive Interpersonal Behaviours, and Promotion of 
Safety) emerged more frequently than the other domains. In these three 
domains, plus Clinical Leadership and Governance, participants captured 
numerous aspects or elements of the domain, which are expressed here as 
themes. These four domains appeared to be more developed and 
sophisticated in participants’ responses than the remaining three domains 
(Management of the Environment, Medical / Technical Competence and 
Evidence Based Practice. A summary of the domains and themes is 
presented in Table 6.2. ln the following section, each of the domains and 
related themes are explored.  
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Table 0.2  Summary of focus group themes and subthemes 
Domain Theme 
Person Centred Care 
 Partnering with consumers 
 Providing holistic care 
 Advocating for patients 
 Providing culturally competent care 
Positive Interpersonal Behaviours 
 Communicating with the healthcare team  
 Contributing to a positive workplace culture 
 Being accountable and reflective 
Promotion of Safety 
 Identifying and managing risk 
 Implementing processes to improve the quality of care 
Clinical Leadership and Governance 
 Providing leadership at a clinical unit level  
 Initiating, monitoring and participating in quality 
improvement  
Evidence Based Practice  
Medical / Technical Competence 
Management of the Environment 
 
6.2.1. Person centred care. 
When focus group participants were asked to describe what ‘quality in 
healthcare’ meant to them, or how they sought to improve quality of care, the 
most common responses referred to person-centred care. Responses were 
strongly clustered around themes of partnering with consumers in delivery of 
care, providing holistic care, and nurses’ roles in patient advocacy. A less 
common, but present theme, related to nurses’ roles in cultural competency. 
Partnering with consumers.  
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Including patients and families in decision making, setting goals with 
patients and families, and partnering in care through effective communication 
were frequently identified. Participants discussed strategies adopted to 
improve communication, including nurse-led multidisciplinary handovers, 
which included patient and family contribution, and the use of tools to 
promote communication such as whiteboards.  
We have changed to bedside handovers with all the multidisciplinary 
care providers there with the nurse leading it. That has opened up 
communication, the patient is invited to express their concerns, and 
the families can be part of it, so (that has) improved quality. (P1.22) 
I had an experience recently when caring for a man who was 
palliative. ……I spent a lot of time talking to his family, his daughter, 
talking with her about whether she thought I should give more pain 
relief as he looked restless and when it was time for hygiene care, so 
we communicated a lot and collaborated a lot. (P1.47) 
6.2.1.2. Providing holistic care. 
Providing holistic care was also frequently mentioned. Participants 
described their role in recognising and meeting the broader psychosocial 
needs of their patients. They expressed concern about caring for the patient 
as a whole, rather than having a sole focus on meeting patients’ physical 
needs. Participants acknowledged that relating to the patient and addressing 
psychosocial needs contributes to consumer satisfaction with nursing care.  
The other day I had the luxury of getting my patient a newspaper, 
which was the one thing he wanted, the crosswords. So I think he 
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would have felt he got quality care that day even though it wasn’t 
really medically related or anything, it just helped him feel better. 
(P2.3)  
I think a lot of time you can be a really amazing nurse, and not relate 
to the patient, or be an average nurse and relate well to the patient 
and the patient will feel more comfortable with the one they can relate 
to and feel they are getting better care. So I think it is really important 
to meet their psychosocial needs, which are just as important as their 
medical needs, especially when they are sick and vulnerable. (P2.6) 
6.2.1.3. Advocating for patients. 
Participants frequently recognised their roles in advocating for 
patients. They expressed this as empowering patients, ensuring patients’ 
concerns are considered by the multiprofessional team, and explaining 
medical jargon to achieve improved patient outcomes. Participants described 
situations in which they escalated concerns to more senior staff when they 
believed there was a lack of appropriate response to a deteriorating patient. 
Comments demonstrated participants’ acceptance of their roles in patient 
advocacy as a key component of person-centred care.  
If I don't agree with treatment decisions, I'm going to call the 
consultant…I'm advocating for my patient because I want the best 
outcome for my patient and I'm not getting it from what's happening at 
the moment. (P2.24) 
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6.2.1.4. Providing culturally competent care. 
Some participants identified their roles in cultural awareness and 
competence. There were several comments about meeting the cultural needs 
of indigenous patients and references to aboriginal liaison nurse roles as 
initiatives to improve the quality of care for this cultural group. Participants 
recognised language barriers as an impediment to quality care, and the need 
to involve interpreters, or English speaking family members, to aid effective 
communication. There was also recognition of the varying health literacy of 
their patients; participants spoke of the need to use layman’s language to 
clarify medical terminology.  
There are so many cultural factors. The culture is so different where 
we are, that the way we deliver hospital services needs to change. 
(P1.38) 
You need to translate what the doctors say to them. In layman's terms, 
because they're still terrified of doctors, they still see the hierarchy, 
they still feel powerless. So I think it's up to us to help with this 
translation, to let them know what's going on. (P1.33) 
 
6.2.2. Positive interpersonal behaviours. 
In the focus groups, intra and interpersonal behaviours that impact on 
healthcare quality were frequently discussed. Nurses’ personal behaviours, 
such as the way they interact with other nurses and with members of the 
wider healthcare team, were seen as integral to providing safe, high quality 
care. The behaviours most often spoken about were effective communication 
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between members of the healthcare team, being accountable and reflective, 
and contributing to a positive workplace culture. 
6.2.2.1. Communicating with the healthcare team. 
The need for open, respectful and effective communication between 
nurses and all members of the multidisciplinary team was frequently 
identified by participants. Comments focused on communication processes, 
for example ensuring that all multidisciplinary ward rounds involved medical, 
allied health and nursing staff and making clear that their contributions were 
welcomed. Specifically, participants reported improved quality of care when 
nurses were expected and welcomed to raise concerns about their patients, 
ask questions, and clarify the plan of care. Other comments focused on the 
timeliness and effectiveness of communications and the risk to patient care 
when communication between healthcare team members breaks down. 
They're trying to change the culture to be more inclusive. For a long 
time the culture was that the medical staff would do the ward round, 
and the nurse manager would stand aside and take notes. And that 
nurses would be left out. These days with newer staff, and a new unit 
manager, the culture is changing. We talk to the consultant, tell him 
what the problem is, what you’re worried about. (P1.37) 
We are working on communication at my hospital. We've had some 
critical incidents recently and a lot of it was stuff around 
communication, so I think we improve safety and quality (by) looking 
at communication between nursing and medical staff and what we can 
do, what practices we can put in place to facilitate a greater level of 
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communication. I think once communication falls down, that's when 
safety and quality just plummet. (P2.22)  
6.2.2.2. Contributing to a positive workplace culture. 
Many participants spoke about the importance of working in an 
environment with a positive work culture. These comments revolved around 
staff being perceived as friendly, welcoming and approachable. There was 
acknowledgement that nurses’ work practices, interactions and relationships 
collectively determine the workplace culture. Being a positive role model 
further encourages and facilitates a positive work culture. Teamwork and 
collaboration were also identified as behaviours central to quality care. 
Participants most often spoke of teamwork between nursing staff and 
between nursing and medical staff.  
Positive attitudes, teamwork, no discrimination between anyone, 
including bank or agency staff. We need to introduce them, show them 
where to go, what to do, include them in the team. And grads, we all 
know they are new, but no one gets singled out. So it is a nice 
environment, and this just keeps promoting good stuff. We all want to 
be there. (P1.15) 
I think it is really important that staff stay approachable, because you 
want junior, inexperienced staff to not be afraid to ask questions. If 
people come to a new working environment and it is hostile, it is going 
to be difficult to keep staff. But also they are not going to ask for 
advice or ask questions, and that’s when mistakes will happen. They 
can’t do it on their own. (P2.19) 
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6.2.2.3. Being accountable and reflective. 
Some participants identified being accountable for clinical practice and 
debriefing as behaviours essential to identifying threats to quality care and to 
improve practice. This sub theme included taking responsibility for ones’ own 
practice, seeking feedback about performance, and being receptive to 
feedback. Some participants spoke about wanting to know if they had made 
a mistake, in order to learn from the mistake and to avoid repeating the error. 
Others described formal and informal processes of debriefing and reflecting 
on situations where care was compromised or suboptimal as a valuable team 
behaviour in healthcare quality.    
Getting feedback from other people. If I’ve made a mistake I would 
rather know about it and not do it again. (P1.9) 
(in response to an obstetric emergency) There's been a lot of open 
disclosure amongst the staff in terms of debriefing and in terms of 
being quite open about what does this mean for how we move 
forward. How can we prevent or deal with something like this if it 
happens again? (P2.22) 
(Quality)…..It’s not just management’s responsibility it’s everyone from 
the personal care attendants to management. (P1.32) 
6.2.3. Promotion of safety. 
Participants frequently spoke of the role they played in minimising 
harm to patients and promoting patient recovery. Comments were mostly 
about actions centered on identifying risks to patients and managing those 
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risks, and nurses’ roles in implementing processes to improve the quality of 
care.  
6.2.3.1. Identifying and managing risk. 
Risks associated with hospitalisation were recognised and included 
medication errors, healthcare associated infections and pressure injuries. 
There was a clear sense of the importance of being proactive to prevent 
harm. Responses suggested that focus group participants understood and 
accepted their responsibility for patient outcomes that are particularly 
sensitive to nursing care. Other comments related to the role nurses play in 
responding to clinical deterioration and how early identification of clinical 
problems facilitates early intervention and improved patient outcomes. 
.. a lot of what we do, in quality …when the patient and family may not 
even notice it,  is when the nurse picks a problem before it happens 
and addresses it and stops it. The family may not even notice it. I think 
that is really important for good outcomes in quality care. Addressing 
things before they even become an issue. (P1.9) 
 
When we do get long term patients……… you can really see if you 
have given good quality care because not only do they improve but 
you have minimised any risks, for example pressure areas, infection, 
risks…..and if you’ve managed these big risks you know you’ve given 
good quality care to the patients. (P1.10) 
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6.2.3.2. Implementing processes to improve the quality of care. 
When asked about the nursing practices that are implemented to 
improve the quality of care, participants were quick to identify evidence-
based quality improvement processes. They made links between identifying 
a problem in care delivery, and addressing that problem by implementing a 
quality improvement strategy. For example, they described adopting ISBAR, 
an evidence-based approach to clinical handover, and linked this process 
with improved quality of care due to improved communication, safety and 
patient participation. Some participants described designated nursing roles 
that improved quality of care, for example, a clinical care coordinator 
responsible for managing the discharge processes for patients with complex 
ongoing health needs. The use of checklists, care pathways and hourly 
rounding were also discussed as processes that reduced the incidence of 
missed care and aided nurses in ensuring care was consistent with evidence-
based practice and person-centred. Participants recognised the role of 
incident reporting mechanisms to gather data about errors, equipment faults, 
patient harm or other actual or potential adverse events. One participant 
described the implementation of a process that has improved the 
assessment and management of stroke at a rural hospital.   
We are from a rural hospital. Our hospital implemented a stroke team 
called code stroke. I work in ED and up until recently we were taking 
too long to get a CT brain and neuro consult which was resulting in 
poorer patient outcomes. So they have implemented ‘itelly’, a 
teleconference. We have to wheel that in and have a teleconference 
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and get a CT within 10 minutes. It has really improved out patient 
outcomes. (P1.34)  
Before implementing ISBAR, handover on night duty was really just a 
quick handover at the desk with notes, but since we introduced 
ISBAR, there is more quality, like checking the wristbands, being more 
organised, more patient centered and this has improved the quality of 
the care. (P1.43) 
6.2.4. Clinical leadership and governance. 
Focus group participants expressed their roles and responsibilities in 
clinical leadership and governance primarily in terms of unit-based direct care 
leadership, and participation in quality improvement and accreditation 
processes. These themes will be expanded upon in the following sections. 
The participants in this study were employed in bedside clinical roles, so it is 
understandable that the roles they identified related to this domain focused 
on unit-based, direct care leadership responsibilities and unit-based, quality 
improvement activities. 
6.2.4.1. Providing leadership at a clinical unit level  
The responsibilities expressed within this sub-theme related to unit 
based leadership activities. Participants reported that they were responsible 
for educating and mobilising others. This includes informal education 
opportunities with other staff and nursing students and running in-service 
programs. Some participants recognised the coordination role they play in 
patient management, and others demonstrated ownership of a leadership 
role through comments about being a change agent through having a voice 
and being a role model.  
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Educating the newer staff, trying to suggest a practice that is better. 
Being a role model, showing a high standard of care…….. We have 
the CNSs (clinical nurse specialists), it is part of their role to take on 
this type of thing (inservice education), to be leaders, but I suppose 
everyone should. So if I have a student now, I can ask them ‘why’ and 
if they don’t know why I can try and explain it to them… But even if 
junior staff could give a presentation on something and then senior 
staff could question them, everyone could be involved. (P2.3) 
Education is empowering. You might not have great managers all the 
time, but as nurses on the floor, by educating one another, by leading 
by example, by teamwork, better communication, we can do all that 
without great managers. (P1.15) 
If there is a new product or something, it just gets introduced but we 
need to be saying “why we are using this one, why not that one”. We 
need to go back to the research…not just sitting through another 
inservice so that we can get our professional development up. (P2.4) 
6.2.4.2. Initiating, monitoring and participating in quality 
improvement. 
Within this sub-theme, participants demonstrated their understanding 
of their roles in clinical governance through comments about quality 
processes, ensuring up to date policies and procedural guidelines, and 
participation in clinical audit and feedback activities. Participants frequently 
identified patient satisfaction surveys as indicators of quality and feedback for 
quality improvement. Most participants spoke of their roles in clinical 
governance in a positive manner. They recognised the link between quality 
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improvement initiatives, including clinical audit, and improved quality of 
patient care. Participants valued receiving clinical audit feedback that was 
clearly within their sphere of influence, for example, falls, medication errors 
and pressure injuries but felt disconnected from other audit data that they felt 
powerless to influence, for example emergency department stay targets. 
Clinical governance to me is looking at the processes around the care 
we provide and particularly the significant elements of care we 
provide. Making sure that we've got policies for the clinical care that 
we provide that reflect best practice and reflect the latest evidence. 
(P2.22) 
Audits also show you whether your outcomes for your patients are 
changing, improving and that sort of thing. (P2.22) 
I couldn’t care less about KPIs (key performance indicators) because 
not getting them out of ED in 4 hours doesn’t impact me. I want to 
make sure they are OK and it is annoying hearing about the KPIs 
because everyone is working so hard, yet all that seems to matter is 
the KPIs. But when you get audited and you see we had this many 
falls or this many medication errors, then that’s the stuff you think 
matters, that you can change. Makes you be a bit more careful, do 
your falls risk assessment and stuff like that. But stuff about money 
and targets, as a nurse on the floor, I don’t think it matters, it is not my 
priority. (P2.2) 
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6.2.5. Evidence-based practice. 
Some focus group participants identified their roles in seeking the 
evidence for nursing practices but this role was not well developed and no 
subthemes were identified. References to their responsibilities in evidence-
based practice were limited to roles in identifying, communicating, and 
implementing evidence. For example, many participants described their role 
in looking up the evidence about a practice issue and their personal 
responsibility to be aware of the best evidence. There was no discussion 
about evidence-based change strategies, being an active participant in 
primary research or conducting primary research.  
With the new national standards, we have working parties in our unit 
for each one and the teams are responsible for looking up the 
evidence and communicating that for each one (P2.14) 
I think also being aware of the latest research. Being aware of what 
best practice is, and being able to implement that into your workplace. 
For me personally, I wasn't aware that there was so much before I 
started the course, but it's completely opened my eyes to all the 
different areas that research is being done in and how we can 
implement it into our unit, and making my boss more aware of it, so 
that we can then actually make it happen rather than people just 
talking about it (P2.24) 
6.2.6. Medical and technical competence. 
Focus group comments about roles and responsibilities in medical and 
technical competence were present, but infrequent, and not well developed. 
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There were no specific subthemes identified. A possible reason for this 
finding is that participants may see this knowledge and skill as implicit in the 
discipline specific aspects of critical care practice. When considering roles in 
healthcare quality, it is possible that they looked beyond ‘the obvious’ and 
focussed on broader roles. From the data available, participants spoke of 
their roles in providing care that was knowledge-based, evidence-informed, 
effective and appropriate. These comments were most often linked to skills in 
patient assessment, critical thinking and problem solving. There was a strong 
sense of the imperative to understand the ‘big picture’, that is, to be skilled 
and knowledgeable in patient assessment, identifying and clarifying patient 
problems, implementing care in response to the identified problem, and 
evaluating the care delivered for its effectiveness. ‘Tasking’, or responding to 
the immediate need was considered to be an impediment to quality care. 
Some participants provided examples of when they, or others, provided 
quality care and optimised patient outcomes by demonstrating competence in 
patient assessment.  
I feel like I provide good quality care when I’m not just racing around 
like a chicken with its head cut off, but I actually understand what’s 
going on, not running from task to task. (P1.38) 
I looked after a patient who came in with chest pain. He had a small 
troponin rise but nothing much for almost 5 days with no definitive 
diagnosis, until I witnessed one of the more senior nurses come in and 
then fully question him and assess him, which had not really been 
done to that extent. He told her had recently come off a flight from 
Hong Kong, so she suspected a pulmonary embolus, which hadn’t 
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been investigated. It turns out that was the problem. She was able to 
give quality health care, maybe delayed, but a good outcome for the 
patient. She took a holistic approach by sitting down and spending half 
an hour with the patient and getting to the bottom of it. Small things 
like that can have such an impact on his diagnosis and outcomes. 
(P2.15) 
6.2.7. Management of the environment.  
Only a few participants spoke about their roles in managing the 
environment. Their comments focussed on an organised, clean and tidy 
physical environment, and on providing an environment for patients and 
families that was comfortable, and eased the inconveniences of 
hospitalisation, for example, providing tea and coffee making facilities. There 
were no references to noise control, maintaining patient privacy or ensuring 
appropriate lighting as elements of quality care. Once again, it may be that 
these functions are assumed in participants’ role perceptions.  
If I walked into a hospital that was cluttered and messy and dirty I 
wouldn’t feel comfortable having procedures there. (P1.21) 
We have been doing a lot of work in improving the waiting area in our 
ED. Improving the quality of the seating, providing places people can 
recharge their phones. Little things like that ………..somewhere they 
can make a cup of tea or get a drink of water, a playroom area for 
kids, little things can improve the experience for them. (P1.50) 
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6.2.8. Contribution of the Entry survey to understanding nurses’ 
perceptions of roles in healthcare quality. 
As described in Chapter 3, Section 3.7.3, responses to Question 4 of 
the Entry survey were analysed as an additional data source to build up a 
comprehensive picture of participants’ perceptions of their roles and 
responsibilities in healthcare quality. Question 4 of the Entry survey was: 
Characteristics commonly used to describe a critical care nurse who delivers 
high quality care are ‘knowledgeable’, ‘skilled’, ‘confident’ and ‘experienced’. 
What other characteristics do you believe are necessary for high quality 
care? These data were collected each year between 2014 and 2016 inclusive 
(N = 256). Data were coded using structural coding to identify key 
characteristics or qualities of a nurse who provides high quality healthcare. 
These codes were then sorted into the domains of the conceptual model and 
a count made of the number of participants who nominated each 
characteristic. This approach was selected to meet the research objective ‘j’, 
enabling mapping of nurses’ understanding of roles in healthcare quality to 
the domains articulated in the literature derived conceptual model. Findings 
are summarised in Table 6.3. Only characteristics that were reported by 20 or 
more participants are reported. Characteristics reported by fewer than 20 
participants were not included. 
Characteristics most commonly referred to fell within the domains of 
Person Centred Care, and Positive Interpersonal Behaviours. These two 
domains were also dominant findings in the focus group data, demonstrating 
some consistency in participants’ perceptions of their roles within these two 
data sources. Question 4 of the Entry survey prompted participants to 
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consider nurse characteristics required for quality care, beyond expectations 
of medical and technical competence. However, to some extent these 
qualities were reiterated, for example, in the descriptors that nurses who 
deliver quality care are efficient (38 participants), and are critical thinkers and 
problem solvers (27 participants). There were no explicit references to being 
a safe practitioner however, it is possible that participants may have 
considered ‘safe’ as implicit in the adjectives they were asked to exclude 
from their responses (‘knowledgeable’, ‘skilled’, ‘confident’ and 
‘experienced’). 
Table 0.3 Summary of participants responses to Question 4 of the Entry 
survey (N = 256) 
Characteristic of a nurses who delivers quality 
healthcare  
N (%) 
Person Centred Care  
Kind/caring or compassionate 71 (27.7) 
Empathetic 45 (17.6) 
Advocate 32 (12.5) 
Patient centered 30 (11.7) 
Positive Interpersonal Behaviours 
Team player 67 (26.2) 
Good communicator 56 (21.9) 
Self-aware or reflective 42 (16.4) 
Open to learning 40 (15.6) 
Calm under stress 38 (14.8) 
Approachable 36 (14.1) 
Professional 24 (9.4) 
Clinical Leadership and Governance 
Educate others 35 (13.7) 
Being a leader 21 (8.2) 
Evidence Based Practice   
Evidence-based practitioner 21 (8.2) 
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Characteristic of a nurses who delivers quality 
healthcare  
N (%) 
Medical /Technical Competence 
Critical thinker 22 (8.6) 
Efficient 20 (7.8) 
Organised / good time manager / attentive to 
detail 
45 (17.6) 
 
6.3. Perceived Barriers to Achieving Role Expectations in 
Healthcare Quality 
Focus group participants identified a number of perceived barriers to 
delivering quality care. Three major themes emerged: 1) resources and time; 
2) personal attributes; and 3) organisational factors.  
6.3.1. Resources and time. 
Participants consistently identified workload and lack of resources as 
the most significant barriers to delivering quality care. They expressed 
concerns about inadequate staffing to meet patient needs, expanding roles 
and responsibilities, competing expectations and inadequate equipment. 
6.3.1.1. Inadequate staffing and high workload. 
Participants believed staffing was inadequate to meet the demands 
associated with patient acuity and high throughput. They mentioned common 
staffing shortfalls and the extra pressure this placed on the staff present to 
cover the workload. Workload demands restricted delivery to what they 
considered essential care (for example, medications, dressings, transfers), 
with little time for holistic, person-centred care. They voiced concern that 
activities such as comprehensive patient education and discharge planning, 
Chapter 6:  Nurses’ Understanding of Healthcare Quality and Role Perceptions 
260 
 
supporting families, assisting with hygiene and physiotherapy and spending 
time listening to patients were frequently sacrificed to meet other prioritised 
tasks. Participants also expressed frustration at the high throughput of 
patients which resulted in nursing care being restricted to essential, time 
critical activities. 
Having to hurry people out the door to get the next patient in. 
Management is on our backs to get them out the door and the next 
person in. You are rushing to get one patients’ discharge paper work 
done and at the same time get an admission who needs to be prepped 
for the lab. It’s just like a conveyer belt…get them in, get them out. 
(P1.31) 
It’s easy to get task orientated because your workload is so high that 
you are just doing the tasks and not the other things that are just as 
important, the ‘extras’. The meds, and ‘obs’ (observations) and 
dressings, but not the talking, the education, or even showering. You 
might just give a bed wash because, it’s quicker. (P1.17) 
It’s hard when you have priorities in your shift, and then the next shift 
has priorities, and so on, and you come back a few days later and find 
the patient hasn’t had a shower for 3 days, it’s been missed for days. 
You feel terrible but for your shift, you have to do the priorities, 
whether it is bloods, or nutrition or whatever, and then you find that it 
hasn’t been done. It is really important for the overall care of the 
patient, but not the priority on that shift when there is so much else 
that takes priority. (P1.22) 
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6.3.1.2. Expanding roles and responsibilities. 
Participants believed they were expected to fulfil too many roles. They 
voiced concern that they were struggling to undertake additional 
responsibilities when direct patient care needs were left undone. Many of 
these roles have been added to a nurse’s responsibilities after they 
completed education, for example, insertion of intravenous cannulae. Other 
tasks ‘default’ to the nurse in the absence of other personnel, for example, 
restocking equipment, organising television rental, and finding vases for 
flowers. Participants expressed frustration that they were unable to 
adequately fulfil the responsibilities of an allocated portfolio when they were 
not given worktime away from direct patient care.  
I’m one of the hand hygiene auditors at our hospital. They ask you to 
take time out of your clinical time to undertake an audit, and you know, 
I’m trying to take care of a ventilated patient. (P1.33) 
As a nurse now, there a lot more jobs we have to do. Like the 
cannulas, the bloods, nurse initiated x-rays in ED. So you are doing 
lots more ‘jobs’ rather than patient care and that’s where the time 
goes. Doing jobs that were not nursing tasks before. That’s where your 
time goes. (P2.2) 
Some of the wards put a lot of pressure on the senior staff with 
portfolios and giving them other responsibilities as well, and they need 
to take a patient load but also be responsible for the graduate nurse 
education that day, or discharge planning or whatever. And that will 
impact on the care of the patients on that day as well because you 
have so many other things to do and are not given any extra time for 
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these responsibilities. Most CNSs will have at least one or two or three 
portfolios and that will impact on their care because they are not given 
time for it. (P1.16) 
6.3.1.3. Competing patient expectations and priorities. 
Participants described situations when the nurse’s priorities for care 
did not coincide with a patient’s priorities. This can result in patients 
perceiving the care to be poor. This sub-theme is closely tied to the first sub-
theme, in which participants spoke of being forced to prioritise ‘essential’ or 
urgent care, at the expense of other care that is also important but not time 
critical. 
You could look after two people exactly the same and give them what 
you believe is the highest quality care possible, but one person is 
going to walk away dissatisfied because they had a higher expectation 
of what they perceived to be good quality care, because, for example, 
“You didn’t pack my bag when I was going to leave…” or “I had to wait 
for 10 minutes before you answered my buzzer”, or “I didn’t like the 
food”. But the other patient, who had the same care, will walk away 
kissing your hand and telling you how wonderful the care was. A lot of 
it comes down to their perception of what they were supposed to 
receive. (P1.21) 
A simple thing like giving a cup of tea can really alleviate their stress 
and feel like they are getting better quality of care, but it’s not our 
priority. If someone’s having a heart attack, that’s a priority. 
Unfortunately they are not always the same as the patient's priorities. 
(P1.48) 
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6.3.1.4. Inadequate equipment. 
Faulty equipment, a lack of equipment and poor access to equipment 
were also identified as barriers to quality care. These barriers were attributed 
to lack of financial resources and often directly linked to poorer patient 
outcomes. For example, one participant commented on the lack of trolleys 
and beds appropriate for bariatric patients and believed this was a risk for 
pressure injuries. Another described a lack of bedside monitoring equipment 
that took nurses away from the bedside to search for it.  
Sourcing dressings from other wards, tympanic thermometers, certain 
equipment that can start to effect whether you take a temperature 
every hour or every second hour, because you can’t actually find the 
equipment. (P1.28) 
Money. If you haven’t got the finances to buy up to date equipment or 
fix things that are broken, then you are not going to be able to give 
quality care. It’s the same with dressings, if we hear of good research 
that certain dressing works well, for a pressure sore or 
something….then its “oh, that’s too expensive, we’ll use something 
else”. (P1.13) 
6.3.2. Human attributes. 
Participants spoke about the human behaviours or attributes that 
acted as barriers to quality care. These included knowledge deficits, personal 
limitations, and poor teamwork and communication skills.  
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6.3.2.1. Knowledge deficits.  
Participants described health professionals’ knowledge deficits as a 
barrier to quality care. They spoke about other staff members’ knowledge 
deficits, rather than their own, particularly about staff being ‘out of date’ or 
unaware of current best practice. There was a perception that recency of 
formal education determined currency with evidence-based practice.  
Hierarchies of power. So people who are more recently trained 
understand the latest evidence whereas more senior staff, who trained 
years and years ago, doctors and nurses, may not know it. And the 
more junior staff member won’t go over their head even though they 
know the more up to date practice. (P2.17) 
6.3.2.2. Personal limitations. 
Others identified personal behaviours or attitudes as barriers to quality 
care. For example, resistance to change. Once again, there was a sense that 
staff who have worked in a unit for a long time do not like to change their 
practice in response to new evidence and protocols and may be poor role 
models for new staff.  
We had a change of manager 12 months ago and a lot of people who 
have been there for a long time got their nose very out of shape. They 
don’t want to bring any of the new protocols in that she is trying to 
introduce which are beneficial for the patient a lot of the time. They are 
happy with the way they have always done things. (P1.8) 
6.3.2.3. Poor teamwork and communication. 
Comments about poor teamwork and communication as a barrier to 
quality largely focussed on gaps in communication, leading to missed or 
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delayed care. Participants spoke about missing ward rounds and therefore 
missing the communication of vital patient information. One participant 
alluded to the risk of communication errors when families ask nurses to 
explain what the doctors on a ward round said. This participant described this 
activity as ‘Chinese whispers’, alluding to the risk of misinformation when 
information is passed along through a chain of receivers. Other comments 
focussed on the team and morale effects of poor communication with specific 
links to reduced quality of care. Participants described situations where 
teamwork had broken down, leading to a poor unit culture and a decline in 
the standard of care.  
An example of when communication is a barrier to quality is when the 
doctor comes in for a ward round and you are busy with another 
patient so miss the ward round and the orders for meds, or plans for 
the day. No-one tells you about it, or you don’t find out till later when 
you get to read notes, or the nurse in charge forgets to tell you. It 
happens a lot. (P1.49) 
We seem to butt heads with senior staff. There seems to be poor 
communication. We don't have a place to speak, and be heard, to 
have a voice. We want to get feedback. (P1.41) 
6.3.3. Organisational factors. 
Organisational processes that acted as barriers to quality care 
included, for example, unit policies that restricted open visiting hours for 
family members, and patient documentation processes. Participants 
described their concerns with different documentation processes within 
different areas of the same hospital, potentially leading to missed care. 
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Although also an example of poor communication (section 6.3.2.3), the 
underlying problem here was variability in the organisational process for 
documentation in different units. A further example of an organisational 
barrier to quality care, was the staffing allocation processes in place.  
Our unit is closed. They (families) have to be out, they are only 
allowed in at certain times. They have to be out when the doctors are 
in. So they don’t know how to look after their loved one, how we are 
educating them, or helping them to be involved. (P2.8) 
Documentation as well (can impact quality). So, in ED, you can go 
from having all the documenting on paper charts, to a patient being 
admitted and going onto the electronic system, and it is easy to miss 
things when there is a changeover like this. And changing units from 
the ED doctor to the ward unit and not knowing who to contact 
anymore. (P1.47) 
6.4. The Context for any Changes in Perceptions about Quality 
and Safety 
At Point 2, the end of the course, focus group participants were asked 
to describe the context for any change in their perceptions about quality and 
safety of care. While not seeking to attribute change to the postgraduate 
critical care course, it was considered of interest to explore factors that may 
have been associated with any shifts in participants’ perceptions of their 
responsibilities for healthcare quality during their time as a student.  
Participants were asked the following three questions to explore this 
area: a) Do you think anything has changed in your thinking about quality and 
safety since you started the graduate certificate this year?; b) Has being a 
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post graduate student changed your thinking about quality and safety?; and, 
c) This year, have you noticed any changes in your clinical environment that 
may have affected the quality and safety of care in you unit?. Responses to 
questions a) and b) were clustered around three themes: 1) Change in 
knowledge, 2) Change in attitude and 3) Change in behaviours. Responses 
to question c) were themed, Change in staff. 
6.4.1. Change in knowledge. 
Participants reported they had grown in knowledge, and that this had 
empowered them and improved their patients’ outcomes. They described 
rapid growth in understanding the anatomy and physiology that informs 
assessment and decision making. Many spoke about growing in their 
understanding of research processes, particularly in identifying a clinical 
problem and accessing the evidence to inform the practice issue. There was 
a strong sense of the value in ‘being up to date’ and sharing evidence-based 
practice to improve the quality of care nurses deliver.  
Knowledge behind what you are doing. It wasn’t till this year that I 
understood why I do what I did. From the start of the year, it has been 
like “wait, is that the right way to do that, why am I doing that…” for 
everything. (P2.2) 
I was never aware of how much research was involved as a nurse. It 
is your own responsibility to research and be up to date with current 
information. I think before I thought I just have to get on the ward and 
be a nurse, learn how to work the machines…. But there is so much 
more, and when you are more up to date with your research you can 
share it, and discuss why you are doing things, and there is better 
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outcomes for the patient if you are up to date with what you are doing. 
(P2.7) 
6.4.2. Change in attitude. 
The ideas of being open to change, of adaptability, resilience and 
flexibility were captured in this theme. Participants expressed their newfound 
capacity to recognise the need for change in practice to continually address 
clinical issues and respond to new evidence. There was a sense that this 
openness to change was a positive step in their careers and in their personal 
lives.  
Yes, it’s that ‘open to change’ is like a light bulb moment. Because we 
all hate change, every time something new is introduced we all groan, 
but now I feel like it’s not about your way or my way, it’s just that 
things change, evidence changes, there are better practices. They just 
change. (P2.7) 
We are more open to change now. This course is all based on 
evidence-based practice, and I am more open to change now. Things 
are going to change in the wards, because we know the evidence 
about different practices… and for me, it even has changed how I 
think about other things, like in a conversation with a friend, or my kids 
about something. They might grumble about something, but I say “this 
might be better for you”. I’m changing too. It’s been a great year. 
(P2.10) 
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6.4.3. Change in behaviour. 
Participants described their increased confidence and assertiveness 
as a result of the knowledge gained from undertaking postgraduate studies. 
Comments suggested a maturation in their critical thinking and reflective 
practice skills and particularly in their confidence to make a decision and 
stand by that decision in the face of opposition. For example, one participant 
described a situation where she was instructed to leave a patient immediately 
after she had removed pericardial drains. Knowing the need to stay with the 
patient for 30 minutes post drain removal to observe for signs and symptoms 
of pericardial effusion, the nurse respectfully declined the request. 
Others spoke of a newfound sense of responsibility for being a change 
agent. They linked knowledge with confidence and the capacity to behave in 
ways that were beneficial for their units and ultimately, their patients. 
Participants reported being confident to question patient management 
decisions and enter into discussions about other possible options. They saw 
themselves as part of the solution, someone who could improve the quality of 
care, by actively participating in problem solving forums. Becoming more 
reflective was a common theme, with participants reporting they now more 
actively questioned their practice. 
It’s a confidence thing. Now I have the confidence to speak up on a 
ward round and not just shy back…..Be more involved. Be the one 
who goes to those ward meetings and talks about the issues and is 
active in wanting to help. (P2.9) 
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Twelve months ago, if they said “go and do something”, I would have 
said “OK” and gone and done it. But now, because I’ve got a broader 
knowledge, I’ll challenge them and say “do you really think this is the 
best option, how about we go down this path”. (P2.9) 
 
I have asked the most basic, basic questions this year of staff, it’s 
made me think and challenge all my little habits and practices. This 
course made me challenge everything I do. (P2.1) 
6.4.4. Change in staff. 
There were very few responses to the question requiring participants 
to recall any changes in their clinical environment over the year that may 
have affected the quality and safety of the care provided. Three participants 
spoke about having a new Nurse Manager in the workplace who was open to 
change and implementing new processes designed to improve the quality 
and safety of care. Two others spoke of a shift in staffing with recent 
graduates of the postgraduate critical care course taking on leadership roles 
including shift management. Participants did not elaborate on the effect on 
quality and safety these changes in staff may have had.  
We had a new nurse manager too, and lots of new staff who are 
younger, and more open to change than the ones who have been 
there for 20 years and don’t want to change anything. (P2.8) 
  
6.5. Discussion 
These analyses have explored participants’ perceptions of healthcare 
quality, what they recognise as relevant to their roles, and perceived barriers 
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to role actualisation. The methods used have enabled mapping of 
participants’ perceptions of roles and responsibilities for healthcare quality to 
the domains of the conceptual model and to explore factors influencing 
maturation in role perceptions.  
6.5.1. Mapping nurses' perceptions of their roles and 
responsibilities in healthcare to the domains of the 
conceptual model. 
A research objective of the study was to identify how participants’ 
understanding of their roles in healthcare quality map to the domains 
articulated in the literature-derived conceptual model. To achieve this, it was 
necessary to understand participants’ perceptions of healthcare quality and 
what they recognise as relevant to their role. Findings suggest that 
participants were aware of their roles in each of the seven domains of 
healthcare responsibilities, some more strongly than others.  
Participants strongly identified their roles in providing person-centred 
care. They expressed this responsibility as partnering with patients and 
families in the delivery of care, providing holistic care, cognisant of each 
patient’s uniqueness, being an advocate of patients and providing culturally 
appropriate care. They were also very aware of their responsibility to practice 
positive interpersonal behaviours such as being an effective communicator, 
and a reliable, supportive and collegial team member. Participants had a 
well-developed understanding of their roles in identifying risks that threatened 
patient safety and the processes needed to reduce this risk. When 
participants spoke about evidence-based practice, they focussed largely on 
their responsibility to access and implement evidence, rather than their roles 
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in evidence development or generation. This is not a surprising finding for a 
sample of nurses who are employed primarily in clinical roles with little formal 
research training and no organisational expectations to initiate or conduct 
formal research. The domains of Medical and Technical Competence, and 
Management of the Environment were evident in the focus group data, but 
were less developed and less frequent than other domains. It is possible that 
participants considered their roles and responsibilities within these domains 
as assumed or considered elements of these roles as part of other domains. 
There are commonalities between the findings reported in the 
literature about how nurses define or perceive ‘quality nursing care’ and the 
findings reported in this study. In the literature, person-centred care is 
frequently identified as a key attribute of quality care but is expressed using a 
range of descriptors. For example, person-centred care is described as 
‘humanism and holistic care’ (Coulon, Mok, Krause, & Anderson, 1996), 
‘understanding patient needs and dignity’ (Ryan et al., 2017), ‘advocacy’ 
(Burhans & Alligood, 2010; Lynn, McMillen, & Sidani, 2007a), ‘nursing 
presence’ (Cline, Rosenberg, Kovner, & Brewer, 2011) and ‘patient 
centeredness and therapeutic relationships’ (Baernholdt, Jennings, Merwin, 
& Thornlow, 2010; Hudelson et al., 2008). Effective communication and 
teamwork are also common themes expressed by nurses in studies exploring 
nurses’ perceptions of quality care (Cline et al., 2011; Coulon et al., 1996; 
Hudelson et al., 2008; Ryan et al., 2017). Other findings in the literature are 
the need for nurses to be knowledgeable and competent, expressed, for 
example, as ‘nurse knowledge and skill’ (Cline et al., 2011), ‘technical 
competence’ (Hudelson et al., 2008), and ‘competent’ (Attree, 2001; 
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McKenna et al., 2006). Patient safety as an indicator of quality and nursing 
responsibility is identified in the literature (Ryan et al., 2017; Travaglia, 
Nugus, Greenfield, Westbrook, & Braithwaite, 2012) as is ownership of 
professional responsibilities, for example ‘accountability’ (Burhans & Alligood, 
2010; Ryan et al., 2017).  
A finding in the current study that has not been well articulated 
previously in the literature is participants’ recognition of their responsibilities 
in healthcare quality that extend beyond the provision of competent, person-
centred, safe care, to care that is aligned with best evidence and clinical 
standards, and that includes participation in broader organisational quality 
and safety systems. Participants in the current study recognised their roles 
and responsibilities in unit based or direct care strategic leadership, and in 
initiation, monitoring and participation in quality improvement strategies. 
Demonstrating leadership through education, ensuring compliance with 
procedural guidelines, and roles in clinical audit and feedback processes 
dominated the discussion relevant to this domain. These roles reflect the 
immediate, practice-based realities for a bedside registered nurse. There are 
several possible explanations for this finding that may relate to the nature of 
the participants, course experience and the more recent, broader focus on 
safety and quality.  
First, postgraduate registered nurses undertaking critical care studies, 
the participants in this study, may be different in important ways from those in 
the literature drawn from diverse clinical settings, and with or without 
postgraduate qualifications. In this study, participants demonstrated a desire 
to grow professionally, to contribute, to work towards career advancement 
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and to accept higher levels of leadership and responsibility for patient 
outcomes (see Chapter 7, Section 1).  
Second, central to the postgraduate course is evidence-based 
practice. This is constantly and consistently reinforced in teaching and 
assessment strategies, for example, in teaching to clinical standards, 
critiquing clinical protocols, accessing reputable sources of evidence, and 
demonstrating evidence-based nursing practices; all are integral to quality 
improvement. It may be that the experience of postgraduate study increased 
participants’ awareness of roles and responsibilities in quality. However, two 
thirds of the sample were interviewed in the first week of the course, 
suggesting that participants may have had awareness of their roles in 
evidence-based practice and clinical leadership and governance on entry to 
the course, even if articulation of these domains was immature.  
Third, in Australia, there has been considerable focus on 
implementation of the National Safety and Quality Health Service Standards 
(Australian Commission on Safety and Quality in Health Care, 2012b) into 
hospitals and the accreditation processes developed to support and assess 
implementation of the Standards. Nurses have direct roles in implementing 
the Standards and are at the frontline of collecting data for quality 
improvement and accreditation purposes. It is possible that increased 
frontline involvement of nurse clinicians in these processes has raised 
awareness of their roles and responsibilities in these domains of quality.  
Another possibility is that participation in the surveys and focus 
groups, in some way expanded their awareness of broader roles in health 
care quality.  Focus group questions were intentional in eliciting information 
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regarding participants’ beliefs about their roles in clinical leadership and 
governance. For example, at Point 2, participants were asked “What is your 
role in ensuring that the clinical practice in your area is based on the best 
possible evidence?”, and “What do you think clinical governance means at an 
individual nurse level, ward or unit level, and hospital level?” Finally, 
participating in focus groups a week after completing the N-RiHQQ survey 
may have influenced focus group responses.  
6.5.2. Factors influencing achievement of role expectation. 
Focus group participants’ beliefs about the factors that impede or 
support their roles in delivering quality care were consistent with the 
published literature. Inadequate staffing and insufficient resources are 
commonly reported findings (Andrews, Burr, & Bushy, 2011; Attree, 2001; 
Ryan et al., 2017; Williams, 1998). For example, in a very large international 
multisite study of 43,000 nurses from more than 700 hospitals in 1998-1999 
(Aiken, Clarke, Sloane, Sochalski, & et al., 2001) only 30-40 per cent of 
nurses reported that there were enough registered nurses to provide high 
quality care and enough staff to get the job done. In addition, tension 
between clinical and administrative responsibilities was reported to be an 
obstacle to quality care in Hudelson et al.’s study (2008).  
Findings of numerous studies exploring health professionals’ 
suggestions for improving patient quality and safety could be considered as a 
proxy for identifying barriers to quality. For example, improved staffing and 
equipment, incident reporting, education and supervision, and improved 
communication and teamwork have all been identified as strategies to 
improve the safety and quality of healthcare (Attree, 2001; Braithwaite et al., 
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2011; Hudelson et al., 2008; Ryan et al., 2017). These themes emerged in 
participants’ perceived barriers. Possibly a unique finding of this study is that 
participants identified individual resistance to change as a factor that may 
impede quality improvement. In addition, recognising policy barriers to quality 
(for example, limited visiting hours for intensive care patients) suggests that 
participants understood the centrality of person-centred care in quality.  
In summary, the focus group findings suggested that nurses perceived 
several significant barriers to achieving their roles across a broad range of 
quality and safety activities. Operationalising their roles may be difficult in 
light of the barriers they face in the clinical environment. Resources spent 
supporting nurses to understand and own specific responsibilities for 
healthcare quality may not result in changed clinical behaviours due to real or 
perceived barriers. 
6.5.3. Factors influencing maturation in role perception. 
It is evident that participants believed enrolment in the postgraduate 
critical care course had influenced their perceptions of their roles and 
responsibilities in healthcare quality. While no attempt was made to assign 
causality, the experience of undertaking postgraduate specialist study 
emerged from participants as a possible factor that supported a perceived 
maturation in participants’ understanding of their roles for healthcare quality.  
Participants described the growth they had experienced over the 
duration of the course in terms of changes in their knowledge, attitudes and 
behaviours. Their comments (at Point 2) focussed on their new 
understandings and skills in evidence-based practice, patient advocacy, 
educating colleagues and critical and reflective thinking. They identified the 
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imperative to examine practice and make informed evidence-based 
management decisions, as closely linked to improved patient outcomes. An 
openness to change, even embracing and initiating change to improve 
personal and corporate practice suggests they demonstrated mastery of 
some of the intrapersonal skills required for quality care. Speaking up, 
challenging poor practice, advocating for patients, evidenced-based practice, 
and accepting responsibility were all identified by participants as behaviours 
they had developed over the course of the postgraduate program. These 
focus group findings were consistent with the higher N-RiHQQ subscale 
mean scores at Point 2 N-RiHQQ survey results when compared to Point 1 
results. 
6.6. Summary 
In this chapter, participants’ perceptions of healthcare quality and what 
they recognise as relevant to their role has been described (research 
objective ‘h’). These perceptions were analysed deductively and coded to 
one of the domains of the conceptual model (research objective ‘j’). Data 
within each domain were then analysed inductively to identify themes that 
described patterns in the elements or nuances of participants’ understanding 
of their roles within each domain. Perceived barriers to achieving role 
expectations (research objective ‘i’) and factors that may have contributed to 
a change in role perceptions about healthcare quality were described. 
The findings demonstrate a shared understanding of participants’ 
responsibilities for quality, consistent with the nursing practices and 
behaviours that maintain and improve the quality of healthcare articulated in 
the literature-derived conceptual model. Role perceptions were consistent 
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with the model, provided a context for the N-RiHQQ findings, and added 
depth to understanding of the phenomenon under investigation. These 
findings contribute to the content validity of the conceptual model and the N-
RiHQQ survey. They also assist understanding of the changes in survey 
responses between Point 1 and 2. Although participants recognised their 
responsibilities, they believed that significant barriers to role actualisation 
existed. 
Chapter 7 is the second of the two chapters addressing intrinsic factors 
that that may influence beliefs about professional roles and skills. In this 
chapter, analyses relating to participants’ course motivations, perceptions of 
learning readiness and patient safety competence, and beliefs about patient 
and family-centred practices, are described. 
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Chapter 7: Intrinsic Factors Associated with Participants’ Role 
Perceptions 
 
In this chapter, the main intent of the analyses reported relate to 
research objectives ‘‘k’ to ‘n’ of Aim 3 of the study. 
k. Describe nurses’ course aims/motivations and expectations at 
commencement of a postgraduate critical care course. 
l. Measure nurses’ learning readiness using the Self-Directed 
Learning Readiness for Nurse Education scale.  
m. Measure nurses’ confidence in what they know and understand 
about patient safety using the Health Professional Education in 
Patient Safety Survey. 
n. Measure nurses’ beliefs about the importance of patient and 
family-centred care practices using the Patient- and Family-
Centered Adult Intensive Care: A Self-Assessment Inventory.  
Motivations and aims for undertaking specialist postgraduate study, 
self-perceptions of learning readiness and patient safety competence, and 
the value or importance participants place on patient and family-centred 
practices, may be intrinsic factors that influence beliefs about professional 
roles. Understanding participants’ beliefs about these issues provides a 
context for understanding participants’ perceptions of their roles and 
responsibilities for healthcare quality.  
The findings are presented in four sections. The first section provides 
the analyses of participants’ course aims, motivations and expectations at the 
commencement of the course. This section includes the demographic 
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characteristics of the Phase 2 cohort that consisted of students in the 2013 to 
2016 courses who participated in the Entry survey on the first day of the 
course. Findings in Sections 2, 3 and 4 pertain to students from the Phase 2 
cohort enrolled in the 2015 and 2016 courses, the same students who 
completed the N-RiHQQ described in Chapter 5. In Section 2, analyses 
relating to self-perceptions of learning readiness are presented; self-
perceptions of safety competence are described in Section 3. In Section 4, 
participants’ beliefs about the importance of patient and family-centred 
practices are described.  
7.1. Course Aims, Motivations and Expectations at Course 
Commencement  
Consent to participate in the Entry survey component of the study was 
obtained from 390 students (93%). This included 106 students (88%) in 
2013, 115 students (100%) in 2014, 82 students (91%) in 2015, and 87 
students (93%) in 2016.  
7.1.1. Demographic characteristics. 
The demographic characteristics of the participants are presented in 
Table 7.1. Almost half the sample (n = 188, 48%) were aged between 26 and 
35 years with a further 36% (n = 144) aged 21-25 years. The majority 
(58.7%) had less than five years of registered nurse experience, and 60% 
had less than 2 years of experience in a critical care area when they 
commenced the course. The largest group were the students enrolled in the 
Intensive Care nursing course (36.4%). Metropolitan hospitals made up 74% 
of the workplaces. The vast majority of the participants held a Bachelor of 
Nursing degree (n = 322, 89%) or a preregistration Masters of Nursing 
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degree (n = 11, 2.8%) as their highest qualification. Only 32 participants 
(8.2%) held postgraduate nursing qualifications.  
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Table 0.1  Characteristics of participants (2013-2016) who completed the 
entry survey (n=390) 
Characteristic n (%) 
Age (yr)  
Mean (SD) 29.08 (6.2) 
Median (IQR) 27 (8) 
21 -  25 141 (36.2) 
26 - 35 188 (48.2) 
36 – 45 48 (12.3) 
>45 13 (3.3) 
  
Female 348 (89.2) 
  
Years in nursing since RN registration  
Mean (±SD) 5.77 (5.12) 
Median (IQR) 4 (4.5) 
Less than 5  229 (58.7) 
5 to less than 10 99 (25.4) 
10 to less than 20 44 (11.3) 
More than 20  15 (3.8) 
  
Years in critical care area  
Mean (SD) 3.15 (8.2) 
Median (IQR) 1.5 (2.1) 
Less than 1  114 (29.2) 
1 to less than 2  118 (30.5) 
2 to less than 5  91 (23.3) 
5 to less than 10  40 (10.3) 
More than 10 24 (6.2) 
  
Specialty course  
Intensive care 142 (36.4) 
Cardiac care 105 (26.9) 
Emergency care 73 (18.7) 
Critical care 68 (17.4) 
  
Employer  
Public metropolitan 142 (36.4) 
Private metropolitan 146 (37.4) 
Public regional/rural 92 (23.6) 
Private regional/rural 10 (2.6) 
  
Highest nursing qualification  
Hospital certificate or Diploma of 
Nursing  
25 (6.4) 
BNa or preregistration MNb 333 (85.4) 
Postgraduate Certificate or Diploma  25 (6.4) 
Master of Nursing 7 (1.8) 
a Bachelor of Nursing; b preregistration Masters in Nursing  
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7.1.2. Findings. 
As described in the methods chapter (section 3.7.3), all data were 
entered into Microsoft Excel©, exported to QRS NVivo (QSR International), 
and analysed using structural coding techniques. Course aims and desired 
outcomes were expressed in any of the following: 1) the reasons for 
undertaking the course (an aim or motivation), 2) a learning goal, 3) an 
expected course outcome, or 4) an anticipated course experience. The 
number of times an aim or desired outcome was mentioned (total number of 
references), and the number of participants providing those data, are 
provided in Table 7.2. 
Five overall themes were identified that encapsulated participants’ 
course aims and desired outcomes. These were: 1) Knowledge development; 
2) Skill development, 3) Personal outcomes, 4) Personal professional 
behaviours, and 5) Interpersonal professional behaviours. ‘Knowledge 
development’ was a broad desired outcome and was expressed as 
knowledge for understanding, and knowledge for decision making and 
problem solving. This latter dimension was further expressed specifically in 
terms of knowledge for evidence-based practice, for improved patient 
outcomes and safety. The theme of ‘Skill development’ was dominant, 
particularly technical skills, with smaller numbers expressing a desire to 
develop skills in research, digital literacy, and developing evidence-based 
policy. ‘Personal outcomes’ encompassed those outcomes that are 
essentially individualistic or personal and were expressed without reference 
to staff or patient outcomes. The fourth, ‘Personal professional behaviours’, 
were course motivations that related essentially to the development of 
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personal or individual qualities, but that had a clear link to workplace 
competencies. The final category was ‘Interpersonal professional 
behaviours‘. These were corporate-related and overtly linked to the 
behaviours required for safe and quality care.  
Table 0.2  Participants’ course aims/desired outcomes at course entry (n=390) 
Themes Subthemes 
Desired course 
outcomes 
n %  Number of 
references 
Knowledge development 
To inform: Critical thinking and 
decision making 
168 43.08% 237 
 Evidence-based practice 94 24.10% 116 
 Improved patient care 97 24.87% 89 
 Patient safety 53 13.59% 58 
 Recognising and 
responding to clinical 
deterioration 
51 13.08% 56 
 Understanding 329 84.36% 652 
 Time management 15 3.85% 15 
Skill development 
 Technical  241 61.79% 384 
 Digital literacy 8 2.05% 8 
 Research  22 5.64% 27 
  Develop EBP 
policy/procedure 
2 0.51% 2 
Personal outcomes 
 
Career progression 149 38.21% 163  
Challenge 19 4.87% 19 
 
Financial reward 7 1.79% 7 
 
Personal 
fulfilment/growth 
23 5.90% 23 
 
Learning skills 24 6.15% 28 
 
Professional 
development 
51 13.08% 55 
 
Academic writing skills 1 0.26% 1 
Personal professional behaviours 
 
Confidence 178 45.64% 220 
 Competence 133 34.10% 163 
 
Comfort 9 2.31% 9 
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Themes Subthemes 
Desired course 
outcomes 
n %  Number of 
references 
 
Autonomy 21 5.38% 21 
 
Reduced ambiguity 16 4.10% 16 
 
Self-management 7 1.79% 7 
 
Accountability 2 0.51% 2 
 
Resilience 7 1.79% 7 
 
Resourcefulness 3 0.77% 3 
 
Proactive 3 0.77% 3 
 
Reflective 7 1.79% 10 
 
Legal compliance 3 0.77% 3 
Interpersonal professional behaviours 
 
Teamwork  22 5.64% 22 
 
Communication  40 10.26% 46 
 
Advocacy 20 5.13% 23 
 
Leadership  22 5.64% 26 
 
Role modelling 11 2.82% 11 
 
Person Centred care 12 3.08% 12 
 
Professionalism 5 1.28% 5 
 
Patient education 7 1.79% 7 
 
Staff education 64 16.41% 74 
     
The following section explores these findings by providing examples of data 
supporting each category. Categories that had responses from 5% or more of 
respondents are addressed.  
7.1.2.1. Knowledge development. 
Unsurprisingly, the most dominant finding was that participants’ were 
undertaking the course to develop critical care specific knowledge. 
‘Knowledge development’ was expressed in various ways with slightly 
different foci and associated contexts which were categorised into 
‘Knowledge for understanding’ and ‘Knowledge for critical thinking and 
decision making’. 
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7.1.2.1.1. Knowledge to inform understanding. 
Predominantly, gaining knowledge was expressed as the desire to 
understand. Not unexpectedly, 84% of participants expressed this as a desire 
to develop sound knowledge of anatomy and physiology, to understand 
complex critical care technologies (for example, ventilators, haemofiltration, 
and pacing), to interpret blood gases and electrocardiograms, and to 
understand pharmacology at an advanced level. Comments revolved around 
understanding as an outcome in itself, and were strongly personal, stated in 
isolation of a reason for improved knowledge. There were 653 individual 
references to knowledge acquisition as a desired or expected course 
outcome, testifying to the importance of this outcome.  
To increase knowledge about the ventilator, pacing and ECGs (P1) 
To become more knowledgeable in ECG interpretation (P3) 
To gain in-depth knowledge of critical and cardiac care concepts 
(P132) 
To increase my knowledge of anatomy and physiology (P189) 
To enhance my learning about critical care, drugs, procedures, 
indications, outcomes, pathophysiology of each disease (P361) 
7.1.2.1.2. Knowledge to inform critical thinking and decision making. 
The acquisition of knowledge was also frequently expressed in the 
context of improved clinical decision making (n = 168, 43%). Having in-depth 
knowledge was linked to the capacity to critically think, to problem solve and 
to determine the best approach to patient care.  
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(I want an)... understanding of how to deal with  more complex/acute 
disease processes, understand why and what I am doing.....and plan 
the next stage of patients’ care (P37) 
This year I hope to grasp the 'why' not just the 'how'; I want to be able 
to use the learning to better contribute to patient care and be able to 
perform and mentor far beyond 'because this is how we've always 
done it' (P240) 
(I hope to learn)…the most up to date evidence based research on 
everything needed to know to be able to effectively care for and 
manage a wide variety of critically ill patients (P216) 
A quarter of participants expressed the reason for acquiring new 
knowledge directly in terms of improved patient outcomes (n = 97, 25%). A 
similar number (n = 94, 24%) explicitly mentioned understanding evidence-
based practice to improve patient outcomes or provide quality care.  
I want to increase my current level of knowledge to be able to provide 
the 'best' care for my patients (P216) 
Expand my knowledge base to provide better more effective care to 
my patients (P257) 
To update my knowledge and skills in order to work in intensive care 
for optimum standard patient care (P342) 
To obtain knowledge to understand and deliver the best evidence 
based practice (P115) 
To increase my knowledge of critical care nursing to ensure my 
patients are getting the best quality evidence-based care (P279) 
Chapter 7:  Intrinsic Factors Associated with Participants’ Role Perceptions 
288 
 
Becoming a safer practitioner was usually expressed as an outcome 
of knowledge for clinical decision making, but only 13.6% of participants 
mentioned this explicitly. A further 13% specifically mentioned developing 
knowledge to recognise and respond to clinical deterioration.  
I would like to become a safer practitioner with this (course) 
knowledge (P140) 
(I want to develop)…the ability to practice safely, to know when to ask 
questions/when a situation is unsafe (P151) 
(I want to develop)…the ability to prioritise patient care effectively and 
safely (P268) 
(I want to)…have better diagnostic understanding so that I am 
assessing appropriately and looking for signs/symptoms at early onset 
to improve response time for deteriorating patients (P112) 
The idea of further understanding a critically ill patient and having the 
skills mix to flag risk factors before the patient begins to deteriorate is 
what I'm after (P292) 
7.1.2.2. Skill development. 
Within the skills theme, participants expressed a desire to develop and 
demonstrate skills in technical capacity and research.  Smaller numbers of 
participants mentioned skills in evidence-based policy and procedure and 
digital literacy. 
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7.1.2.2.1. Technical skills. 
As expected, many participants noted development of core critical 
care technical skills as desired course outcomes (n = 241, 62%). There were 
384 separate references to developing skills.  
To further my clinical and practical skills in ICU/critical care (P362) 
Gain critical care skills specifically in patient assessment, ventilation 
and technical monitoring systems…. be able to effectively and 
efficiently use the equipment and technology used within ICUs (P378) 
 
7.1.2.2.2. Research skills. 
A small number of participants mentioned the development of 
research skills as a desired course outcome (n = 22, 5.6%). This was 
expressed mostly as knowing how to access and critique existing research 
and evidence-based practice resources, rather than to develop skills to 
conduct research. 
(I want to develop)...skills to know where to find evidence based 
practice (P155) 
(I want to)…improve my research skills so that I can question 
practice/improve protocols (P346) 
(I want to develop)...ability to research and find relevant sources 
(P291) 
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7.1.2.3. Personal outcomes. 
The outcomes categorised as ‘Personal’ encompassed those 
expressed as having personal significance without any direct connection to 
team or patient outcomes.  Once again, only those themes that were 
supported by 5% or more of participants are discussed in this section.  
7.1.2.3.1. Career progression. 
Career progression was a course motivation for 38% of participants (n 
= 149). Most defined this in terms of becoming a critical care nurse, or 
gaining the qualification needed to work in critical care environments. Others 
saw the course as a way to accelerate career progression, and to open up a 
broader range of career options.  
To specialise my career in intensive care nursing (P114) 
I am doing this course to be able to stay in my field (P264) 
...to leapfrog me into a senior role (R40) 
...to fulfil (my) career goals of working in aid agencies and remote area 
nursing (P156) 
...to set up a pathway into education/management in my career (P280) 
7.1.2.3.2. Professional development. 
The term ‘professional development’ was used by 51 participants 
(13.1%) however, it was usually a stand-alone comment with little context to 
help explain its intention. It does have a personal overtone, as illustrated in 
the following data extracts.  
Chapter 7:  Intrinsic Factors Associated with Participants’ Role Perceptions 
291 
 
To continue my professional development (P200) 
To grow as a health practitioner by improving my standard of care 
along with significantly improving my knowledge (P354) 
To provide long term benefits in terms of job satisfaction and 
professional growth (P332) 
(I expect)…to experience rapid professional growth as a nurse (P258) 
7.1.2.3.3. Learning skills. 
A less common finding was the desire to develop more effective 
learning skills, expressed as developing lifelong learning skills, a desire to be 
an independent learner, and understanding personal learning styles (n = 24, 
6%). 
How to answer my own questions (P250) 
Self-directed learning - this skill in particular is needed for problem 
solving and critical thinking (P230) 
Expect to get a better understanding about how I learn (P238) 
….know where to learn, what needs to be learnt and how to learn, 
which is beneficial for lifelong learning (P289) 
7.1.2.3.4. Other personal outcomes. 
Close to 6% (n = 23) of participants indicated that personal fulfilment 
and growth was a course motivation. This was expressed as self-satisfaction, 
personal pride, and accomplishment.  This is closely linked to the finding of 
‘challenge’ for a further 4.9% (n = 19) of participants. 
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To develop myself personally (P170) 
To feel proud to accomplish the course and have such knowledge 
(P189) 
I aspire to push myself to achieve (P266) 
I felt it was time to challenge myself (P108) 
For the challenge. To feel like I'm using my brain again - not just 
automatic actions because they have become second nature (P313) 
7.1.2.4. Personal professional behaviours. 
‘Personal professional behaviours’ were primarily individual 
behaviours required for safe and quality healthcare. These were expressed 
as confidence, competence, reduced ambiguity and autonomy.  
7.1.2.4.1. Confidence. 
Personal confidence (n = 178, 45.6%) was a strong subtheme with 
220 individual references. Overwhelmingly, participants used the term 
confidence or confident in the context of confidence in direct patient care. A 
few comments focussed on confidence in communication and as a means to 
self-belief.  
I hope to feel confident in working in ICU (P11) 
I also want to be able to look after sicker patients confidently (P167) 
(I want to)…be confident in delivering quality care to patients (P231) 
To improve my confidence within patient care and communication with 
colleagues (P204) 
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To increase confidence in preceptoring undergraduate nursing 
students and educating other nursing staff (P107) 
I want greater self-belief in my own skills and abilities (P30) 
7.1.2.4.2. Competence. 
A dominant finding in this category was ‘Competence’, with 133 
participants (34.1%) mentioning this one or more times (163 references). 
Participants’ statements were often framed in terms of becoming a ‘better 
nurse’.  
I want to be transformed into a skilful, knowledgeable clinician (P5) 
I want to become competent and capable in managing effectively and 
efficiently patients in the intensive care environment (P150) 
To become more proficient and experienced to provide better quality 
care to patients (P250) 
 
7.1.2.4.3. Reduced ambiguity and autonomy. 
Closely tied to confidence was ‘reduced ambiguity’ (n = 16, 4.1%) and 
‘autonomy’ (n = 21, 5.4%). Participants expressed a strong desire for 
certainty in their practice and decision making. This may reflect the stress of 
high acuity environments and the heightened sense of responsibility 
clinicians often have for patient outcomes. They expressed a desire to be 
autonomous, independent practitioners.  
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I want to know what the abnormal results indicate and what should be 
done....what actions the results require...types of shock and what to do 
(P2) 
I hope the course will “remove the blinkers” when I am caring for my 
patients (P24) 
I want to not feel like I am fumbling my way through (P62) 
I want to know how to respond (P93) 
I am acutely aware of my own limitations re theory and practice; I am 
hoping to fill in gaps in my knowledge and also as I start a new area of 
work gain the expertise required to do the job well and confidently 
(P232) 
So I'm not feeling overwhelmed and out of my depth when I'm working 
the resuscitation room or ICU (P340) 
I want to monitor patients without constant supervision (P25) 
…the ability to work as an independent practitioner within my scope of 
practice (P217) 
I expect to become more autonomous (P210) 
7.1.2.5. Interpersonal professional behaviours. 
The dominant findings within the ‘Interpersonal Professional 
Behaviours’ theme related to ‘Communication skills’ and ‘Staff education’. 
These desired outcomes are particularly important because they are core 
Chapter 7:  Intrinsic Factors Associated with Participants’ Role Perceptions 
295 
 
competencies required for safe and high quality care (World Health 
Organization Core Team, 2011).  
7.1.2.5.1. Communication skills and advocacy. 
Forty participants (10.3%) listed communication skills as a key desired 
learning outcome. They used adjectives such as ‘effective’, ‘proper’, ‘better’, 
and ‘improved’, demonstrating an awareness that effective communication 
skills are key to a nurses’ role and can be learned. Participants sought to 
improve communication with peers (doctors, nurses, multidisciplinary teams), 
as well as with patients. 
Good, effective communicating of patient's progress (P194) 
Develop skills in communicating with doctors about acutely ill patients 
(P264) 
Improved ability to communicate with multidisciplinary team (P266) 
Communication with peers and patients (P315) 
Interestingly, 20 participants (5.1%) listed ‘to be a better advocate’ as 
a course aim or ‘advocacy’ as an expected skill for a graduate of a critical 
care course. The ability to advocate was linked with improved knowledge, 
confidence and communication skills. 
I want the knowledge to feel comfortable to stand up for my patients 
care (P38) 
…articulate and advocate issues for my patients (P79) 
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…to be confident enough in my knowledge to be able to involve myself 
in clinical discussions regarding my patient and decision making 
regarding their care (P94) 
…in-depth knowledge of the body systems and increase my 
knowledge so I am in a better position to advocate for my patients 
(P330) 
I want to become a strong advocate for my patient (P270) 
The most current evidence based practice and knowledge that can 
enable me to advocate safety for my patients (P115) 
Confidence and leadership for patient advocacy - even if against other 
allied health/medical teams (P113) 
7.1.2.5.2. Staff education. 
Participants expressed a desire to be skilled in supporting other staff 
through education (n = 64, 16.4%). This demonstrates both a need to feel 
competent but also to contribute to the team by taking a role in education. 
The ability to educate was closely linked to having adequate knowledge. Of 
interest is that the desire to educate other staff did not spill over into a desire 
to improve skills in educating patients, with only seven participants (1.8%) 
mentioning patient education as a desired communication skill.  
To understand more comprehensively about physiology, medications, 
interventions so I can better educate my patients and junior staff 
members (P184) 
Knowledge and ability to educate staff (P252) 
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The skill and ability to teach others what you have learnt (P110) 
I will feel able to educate and assist junior staff and feel more 
confident that I understand and can explain things better (P175) 
To be able to explain complex issues to students and colleagues 
(P242) 
To be able to better educate my peers and novice nurses (P353) 
To be better able to educate other team members and patients (and 
patient's family) (P255) 
7.1.2.5.3. Teamwork and leadership skills. 
‘Teamwork skills’ and ‘leadership skills’ were both mentioned by 22 
participants (5.6%). Participants expressed a desire to be better team 
members through improved knowledge, and through collaboration with 
nursing peers and medical colleagues.   
The course will hopefully help me be a better team member with better 
knowledge (P144) 
To enhance own knowledge in order to be a better team member in 
the unit (P230) 
How to be a professional and effective team member (P296) 
Able to collaborate with doctors in managing a critically ill patient 
(P374) 
To work more effectively as a team member on our ward (P15) 
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7.1.3. Discussion of course entry aims and objectives. 
The demographic characteristics of participants completing the Entry 
survey were very similar to those of the Cohort study sample previously 
described in Chapter 5.  
The use of four complementary open-ended questions to explore 
participants’ postgraduate course motivations from multiple perspectives 
differentiated the current study from other research. Many studies reported in 
the literature that have explored this construct have provided set response 
options (predetermined course motivation items), potentially limiting 
participants’ responses (Chaboyer & Retsas, 1996; Hallinan & Hegarty, 2016; 
Hoffman & Julie, 2012; Iava, 1994; Joyce & Cowman, 2007; Murphy et al., 
2005). An additional strength of this study was the large sample size of four 
cohorts of postgraduate students over four consecutive years. The methods 
used to collect and analyse the data also enabled counts of the frequency of 
references to a course motivation, as well as counts of the number of 
participants who mentioned a motivation, enabling some level of judgement 
about the weight or importance of the findings. These factors enabled a deep 
and broad analysis of responses in the context of the course outcomes 
expected by critical care professional associations (ACCCN, 2015; CENA, 
2013), and health professional core competencies (IOM, 2003; WHO Core 
Team, 2011). Specifically, it determined whether participants’ course learning 
aims were consistent with development and ownership of the responsibilities 
nurses have for healthcare quality articulated in the study’s conceptual 
model.   
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Consistent with the literature, participants nominated job opportunities 
and professional development as motivations and aims for course enrolment 
(Gould et al., 1999; Hallinan & Hegarty, 2016; Johnson & Copnell, 2002; 
Joyce & Cowman, 2007; Watkins, 2011; Zahran, 2012). In Australia, a 
postgraduate qualification is accompanied by a qualification allowance, and, 
often, is a fast track pathway to a clinical nurse specialist position with a 
considerable pay and status increase. Qualifications in critical care are highly 
desirable in any workplace and often lead to roles outside of the critical care 
department in leadership and management roles as well as in advanced 
clinical roles.  
Attainment of new knowledge and skills as a primary aim of 
postgraduate study has been reported previously in the literature (Chaboyer 
& Retsas, 1996; Gould et al., 1999; Hoffman & Julie, 2012; Iava, 1994; 
Johnson & Copnell, 2002; Joyce & Cowman, 2007; Murphy, 2006; 
Stavropoulou & Stroubouki, 2009; Toren et al., 2011; Watkins, 2011). Aiming 
to become proficient in the knowledge and skills required for critical care 
practice should be a primary aim. However, in the existing literature, the link 
between knowledge for understanding and knowledge to enhance patient 
care has not been well differentiated. While arguably closely linked to 
improving knowledge and skill, very few studies identify improving standards 
of care or optimising patient outcomes as a motivator independent of 
improving knowledge and skill. Joyce and Cowman’s study (2007) is one of 
the few that overtly demonstrated this connection. Unquantified responses by 
243 participants in their study included statements like, ‘....to render high 
quality care to my clients’, and ‘...to be specific and critical in the care 
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provided so that I am able to provide the highest standard of care’ (pg. 630). 
Joyce and Cowman also provided participants with questionnaire items and 
found strong agreement with statements that linked knowledge to patient 
outcomes, for example, ‘To gain knowledge to enable me to contribute more 
effectively to discussions about patient/client treatment’ (pg. 630).  
In the current study there was a very clear differentiation between 
‘knowing’ for personal gain (confidence, personal understanding, comfort, 
reduced ambiguity), and ‘knowing’ for critical thinking and problem solving to 
facilitate improved, evidence-based, safe patient care. One quarter of 
participants mentioned becoming proficient in evidence-based practice and 
‘knowing’ to improve patient care. Thirteen percent mentioned recognising 
and responding to clinical deterioration. Fourteen per cent expressed a 
desire to give safer care. These findings suggest that for many students, the 
links between their responsibilities and skills, and the quality of the 
healthcare they provide, are already well established. Knowledge for 
knowledge sake is admirable, and the desire to feel more confident is 
understandable, but it is the outcome of improved critical thinking and 
decision making leading to improved quality of patient care that is a primary 
aim of a postgraduate critical care program. 
The high number of references to development of core critical care 
technical skills was an expected finding. The psychomotor skills and 
proficiencies required for specialist critical care nursing are largely skills that 
are not taught or developed in undergraduate programs in Australia (for 
example, mechanical ventilation, advanced cardiac pacing and 
haemodynamic monitoring). Given that critical care specific technical skills 
are a dominant part of student learning in a postgraduate critical care course, 
Chapter 7:  Intrinsic Factors Associated with Participants’ Role Perceptions 
301 
 
it was interesting that 38% of students did not mention technical skills as 
desired course aims or outcomes. Participants may have considered 
psychomotor skill development was implicit in responses around knowledge. 
Many participants mentioned ‘knowledge’ and ‘skill’ in one phrase suggesting 
these terms may be interchangeable. Predetermined survey items listing 
possible motivators (specifying for example, psychomotor skills), may have 
elicited more focused responses about specific skills. Many had completed 
hospital based critical care introductory programs and were working in the 
areas and may have established basic technical skills. Ten percent had 
worked in critical care areas for over five years and arguably were skilled in 
the fundamentals of the psychomotor tasks required. That the bulk of 
responses were around knowledge for understanding and for clinical decision 
making, suggests these outcomes are more important to participants than 
just learning the tasks of critical care.  
A strong theme in the current study was ‘confidence’ and 
‘competence’, reflecting a desire to acquire knowledge to have surety in 
clinical assessment and management decisions that lead to better patient 
outcomes. Many participants had only recently begun working in these areas 
and would likely have been feeling very out of their depth. Regardless of 
length of experience and seniority in other practice areas, nurses new to 
critical care regress to novice or advanced beginner level (Benner et al., 
1992) as they seek to acquire and develop the knowledge and skills required 
to practice in new, high acuity environments. Learned processes, tasks 
needing to be done, and planning care according to pre-set goals to maintain 
patients’ status or to prevent decline, are the priorities for the beginner in 
critical care. McMullen, Holbrook and Cantwell (2014) found 230 references 
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to the term ‘confidence’ in interview data with intensive care postgraduate 
students in a study that aimed to explore and explain the transition from 
registered nurse to specialist registered nurse. In their study, professional 
confidence was inextricably linked to learning experiences, and was 
expressed in four distinct dimensions: a) valuing (personal achievement or 
accomplishment); b) knowledge base (confident in personal reserves of 
accessible and relevant knowledge); c) sense of control (being in control of 
personal learning and nursing practice); and d) resilience (the ability to 
withstand adverse or stressful circumstances). These dimensions of 
confidence were similarly reflected in the current study. 
Knowledge for understanding, knowledge for clinical decision making, 
and the development of technical skills as desired course outcomes are 
consistent with several of the domains in the conceptual model, for example, 
‘Medical/technical competence’, and ‘Evidence Based Practice’. It would 
seem that participants were motivated to develop this knowledge and skill. 
This finding helps explain the overall findings of the N-RiHQQ that suggested 
participants matured in their perceptions of their responsibilities and skills for 
healthcare quality between the two data collection points at the beginning 
and end of the postgraduate course.  
Development of research skills as a desired course outcome (n = 22, 
5.6%) was an unexpected and encouraging finding. While the primary focus 
of the course is development of discipline specific critical care knowledge and 
skill, teaching and learning activities to develop research skills (database 
searching, critiquing evidence, and considering issues around knowledge 
translation) are embedded throughout the program to meet specialist practice 
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standards. The ACCCN (2015) and the CENA Practice Standards (2013) 
include standards around engaging in and contributing to evidence-based 
specialist nursing practice. For example, ACCCN Standard 12 and CENA 
Standards 5.3, 9.1 and 9.2 (see Appendix C). The development of effective 
research skills (seeking and interpretation) as a course aim or motivation has 
not been previously identified in the literature.  
Another finding specific to this study was that participants aimed to 
develop learning skills and positive professional behaviours. These were 
expressed as the desire to develop communication and advocacy skills, 
teamwork and leadership skills, and capabilities in educating other staff. 
Skills in communicating effectively with patients, their families and other staff 
are critical to safer patient outcomes as nurses gather pertinent data, act on 
patient preferences and escalate care. These outcomes strongly reflect the 
elements of practice in the conceptual model domain ‘Positive Interpersonal 
Behaviours’ and ‘Promotion of Safety’. They are key behaviours of a health 
professional who delivers high quality and safe care (Health Workforce 
Australia, 2012; WHO Core Team, 2010; WHO: Health Professions Network 
Nursing and Midwifery Office, 2011). That these were course aims for many 
participants may help explain the demonstrated development of their 
perceptions of their responsibilities in these areas.  
There were several noticeable gaps between participants’ stated 
course aims, and the knowledge, skills and attributes required of a specialist 
critical care nurse for quality healthcare. Only seven participants referred to 
developing skills in reflective practice, or becoming a more reflective 
practitioner. Only two participants mentioned becoming skilled in developing 
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evidence-based policy or procedural guidelines (as opposed to becoming 
more knowledgeable about evidence-based practice). Six percent expressed 
a desire to develop leadership skills but no participant used the terms ‘clinical 
leadership’ or ‘governance’ in any context. These counts, while low, are 
perhaps not surprising. Most participants are in the early years of their clinical 
careers, have not yet held any leadership roles, and are focussed on direct 
bedside patient care. They may not have made associations between their 
roles at the bedside and broader responsibilities for quality healthcare, or 
even understood the leadership roles they have as registered nurses 
regardless of clinical appointment. A clinical leader has been defined as “a 
registered nurse who influences and coordinates patients, families and 
healthcare team colleagues for the purpose of integrating the care they 
provide to achieve positive patient outcomes” (Patrick et al., 2011, p. 450). 
Defining clinical leadership as the nurse behaviours that provide direction 
and support to clients and the healthcare team in the delivery of patient care 
is found elsewhere in the literature (Brown, Dewing, & Crookes, 2016; 
Chávez & Yoder, 2015; Fitzpatrick, Modic, Van Dyk, & Hancock, 2016; 
Lalleman, Smid, Lagerwey, Shortridge-Baggett, & Schuurmans, 2016; Lett, 
2002; McNamara et al., 2011; Stanley, 2006a; Stanley, 2006b). Despite a 
paucity of references to this construct in the participants’ course aims or 
desired outcomes in the current study, participant responses to the N-RiHQQ 
demonstrated that they became more aware of their responsibilities in this 
domain of healthcare quality and more confident that they were skilled in 
these behaviours.  
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In summary, these findings suggest that participants commencing the 
postgraduate program were motivated to develop knowledge, skills and 
behaviours consistent with many of the elements of the conceptual model for 
nurses’ responsibilities for healthcare quality. Participants expressed a desire 
to develop knowledge and skills for understanding and to inform practice to 
improve patient care (‘Medical/technical competence’, ‘Management of the 
Environment’, ‘Promotion of Safety’, and ‘Evidence Based Practice’). There is 
some evidence that participants were motivated to develop skills in 
teamwork, communication, reflective practice, leadership and educating 
others (‘Positive Interpersonal Behaviours’). There is scant evidence that 
they aimed to develop skills in person-centred care in a critical care 
environment, although this domain may be implicit in the desire to improve 
patient care through knowledge and skill. Likewise, while participants were 
not explicit in their intention to develop skills in clinical leadership and 
governance, there is some evidence that they hoped to develop skills in 
broader nursing roles to improve career progression and healthcare quality.  
The findings about participants’ motivations for learning may be one of 
the factors associated with the shift in participants’ perceptions of roles 
demonstrated in the N-RiHQQ. Career progression, professional 
development, and desiring increased knowledge for understanding are 
intrinsic motivators for learning. According to Knowles’ theory of andragogy 
(2014), the most potent motivators for adult learners are internal or intrinsic, 
and adults will place the most value on learning that has personal value to 
them. This may help explain the positive shifts demonstrated in participants’ 
perceptions of their responsibilities and skills for healthcare quality.  
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7.2. Nurses’ Self-directed Learning Readiness 
In this section, the findings relating to self-directed learning readiness 
of participants in the 2015/2016 sample are described. In Chapter 1, it was 
proposed that learning readiness may have an impact on whether 
participants develop the knowledge, skills and behaviours expected as 
outcomes of postgraduate education. Having an overview of participants’ 
learning readiness is useful because it provides context for understanding 
shifts in perceptions of their responsibilities for healthcare quality throughout 
the course. As described in Chapter 3, Section 3.5.3.2, the Self-Directed 
Learning Readiness Scale for Nursing Education (SDLRSNE) (Fisher et al., 
2001) was used to assess this construct. While originally constructed to 
explore the ‘self-directed’ nature of learning readiness, the subscales 
measure the broad personal attributes that support learning and were thus 
considered useful to explore postgraduate nurses’ learning readiness. 
7.2.1. Missing data. 
In the analysis, missing data were random (MCAR) (Table 7.3). 
Consistent with the protocol for dealing with missing data in the SDLRNE 
survey outlined in Chapter 3, Section 3.7.2, cases with missing data were 
excluded pairwise (but included in any of the subscale analyses for which a 
case had the necessary information (Pallant, 2013)). Missing data were 
extremely small with only one participant missing one item at both time 
points.   
Table 0.3  Missing values analysis (true missing data) in the SDLRNE 
SDLRNE survey Point 1 Point 2 
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Little’s MCAR test:   
Chi-square 45.62 28.53 
df 46 39 
p value 0.488 0.892 
Cases with missing data, n (%) 1 (0.59) 1 (0.73) 
Missing values, n (%) 1 (0.01) 1 (0.02) 
 
7.2.2. Results of the SDLRNE. 
The threshold indicating readiness for learning established by the 
authors of the SDLRNE survey (Fisher et al., 2001) is 150 out of a possible 
total score of 200. In this study’s total cohort sample (Point 1: N = 169; Point 
2: N = 137), 83% of participants (n = 141) indicated at the beginning the 
course they were ready for learning (total score: M = 160.12, SD = 10.52), 
and 94% (n = 128) demonstrated high learning readiness at the end of the 
course (total score: M = 163.61, SD = 11.71). Detailed measures of central 
tendency and dispersion are available in Appendix R. In the matched pairs 
sample (N = 121), there was a trend towards higher scores at Point 2 on all 
three SDLRNE subscales and the SDLRNE total score. This shift was 
statistically significant in the self-control subscale and in the total score 
(Table 7.4). 
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Table 0.4  Paired t-tests: Self-directed learning readiness for nurse education (SDLRNE) at Point 1 and Point 2 
Scale 
(Number of 
items) 
Possible 
range of 
scores 
Time 
Point  
Total samplea Matched cases Paired differences 
No. of 
cases 
Mean  
(SD) 
No. of 
cases 
Mean (SD) Mean (SD) t df 95% CIb  P 
value  
Cohen’s d Effect 
size 
Self-
management 
(13) 
12 - 60 Point 1 169 48.91 (5.18) 121 49.02 (5.04) 0.60 (4.30) 
 
1.54 120 (-0.17, 1.37)  .125 0.12  
Point 2 136 49.90 (5.32)  49.62 (5.33) 
Self-control 
(15) 
15 - 75 Point 1 169 60.55 (4.75) 121 60.48 (4.53) 1.66 (4.85) 
 
3.76 120 (0.78, 2.53)  < .001 0.37 small to 
medium Point 2 137 62.23 (4.31)  62.14 (4.34) 
Desire for 
Learning 
(12) 
12 - 60 Point 1 169 50.66 (4.15) 121 50.77 (4.00) 0.62 (3.76) 
 
1.83 120 (-0.04, 1.30)  .069 0.16  
Point 2 137 51.50 (3.81)  51.40 (3.81) 
Total Score 
(40) 
40 - 200 Point 1 169 160.12 
(11.71) 
121 160.28 (10.97) 2.89 (10.32) 3.08 120 (1.03, 4.75)  .003 0.26 small 
Point 2 136 163.61 
(10.52) 
 163.18 (10.53) 
a Point 1: N = 169; Point 2: N = 137; b 95% Confidence Interval: (lower, upper) 
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7.2.3. Discussion of self-directed learning readiness. 
These findings suggest participants had the motivational, cognitive, 
and affective characteristics or personalities of self-directed learners. The 
challenges of the critical care environment, with high acuity, unpredictability, 
rapidly evolving technologies and a strong evidence-based practice culture, 
requires nurses working in these areas to have well developed self-directed 
learning skills. They need to analyse and appraise situations independently, 
seek out information to inform practice, and identify gaps in their own 
knowledge.  Having self-directed learning skills enables them to “take an 
initiative, with or without the help of others, in diagnosing their learning 
needs, formulating learning goals, identifying human and material resources 
for learning, choosing and implementing appropriate learning strategies and 
evaluating learning outcomes” (Knowles, 1975, p. 18). Nurses need to be 
reflective, resilient and proactive lifelong learners to meet the expectations of 
their roles and to deliver high quality, safe healthcare. 
There was a much higher percentage of students with SDLR scores of 
over 150 (the threshold indicating readiness for learning established by the 
authors of the SDLRNE survey (Fisher et al., 2001) in the current study, than 
reported previously in the literature. Studies of SDLR using this instrument in 
undergraduate nurses are inconsistent in reporting both the total score and 
the percentage with a score above 150. However, percentages of 
participants scoring above 150 are between 34% and 77% in those that 
report these data (El-Gilany & Abusaad, 2013; Yang & Jiang, 2014; Yuan et 
al., 2012). Mean total scale scores in the nursing literature are between 139.5 
(SD = 17.2) and 159.6 (SD = 13.8) (El-Gilany & Abusaad, 2013; Fisher et al., 
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2001; Fujino-Oyama et al., 2016; Phillips et al., 2015; Smedley, 2007; Yang 
& Jiang, 2014; Yuan et al., 2012). These results do not differ significantly 
from those in samples of medical students (Abraham et al., 2011; Shankar et 
al., 2011), pharmacy students (Deyo et al., 2011; Huynh et al., 2009), or 
undergraduate paramedics (Williams & Brown, 2013). The only study with 
comparable results to the current study is a study that explored the SDLR of 
clinical nurses (already holding a nursing degree) (Malekian et al., 2016). 
Malekian et al. reported a mean total SDLR score of 162.50 (SD = 14.11). 
This may suggest that participants with an existing degree have higher 
developed learning readiness skills. This may be attributed to older age or 
more opportunities to develop SDLR skills, although this has not been found 
in studies that have explored the relationship between SDLR, age, or a prior 
bachelor’s degree (El-Gilany & Abusaad, 2013; Fujino-Oyama et al., 2016; 
Huynh et al., 2009; Malekian et al., 2016; Phillips et al., 2015). Another 
possible explanation is the value of clinical experience in developing SDLR 
skills, a factor common for both Malekian et al.’s study and the current study. 
Only one other study has explored learning readiness at two points in 
time with the same sample. Huynh et al. (2009) studied the SDLR of 
pharmacy students prior to and after at least 16 weeks advanced practice 
pharmacy experience. In the matched pair sample (N = 46), SDLR mean 
total scores were 159 (SD = 20) prior to placement experience and 159 (SD 
= 24) after the experience. Thus, no difference was found between the mean 
scores for the matched pairs. Only 6 of the 46 students had a meaningful 
improvement in their SDLR scores, suggesting that clinical experience or the 
passage of time was not a factor in developing learning readiness skills. In 
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the current study’s matched pairs sample (N = 121), however, there was a 
statistically significant increase in SDLR total score from Point 1 (M = 160.28, 
SD = 10.97) to Point 2 (M = 163.18, SD =10.53), t (120) = 3.08, p = .003 
(two-tailed). The mean increase in total score was 2.89 (95% CI 4.75-1.03). 
Cohen’s d statistic (0.26) indicated a small effect size. This raises questions 
about the reasons participants developed their learning readiness attributes 
over the course of the critical care postgraduate program. Patterson and 
colleagues (2002) proposed that six competencies are required for nurses to 
become self-directed learners: assessment of learning gaps; evaluation of 
self and others; reflection; information management; critical thinking; and 
critical appraisal. Students use these skills in combinations to simultaneously 
direct and control their learning. In the current study, it may be that the 
experience and expectations of postgraduate study, both academic and 
clinical, promoted further development of these six competencies, thus 
development of SDLR, reflected in the Point 2 scores. Higher levels of SDLR 
may reflect students’ recognition of the need for lifelong learning and their 
capacity to meet their ongoing learning needs in the clinical environment and 
thus continue to improve practice. The results of the SDLRNE suggest that 
nurses were well positioned and ready to learn and to develop in their 
perceptions of their responsibilities for healthcare quality.  
7.3. Confidence in Patient Safety Knowledge 
In Chapter 1, it was proposed that the beliefs postgraduate nurses 
hold about their patient safety competence may have some influence on their 
perceptions of their roles and responsibilities in healthcare quality. Having an 
overview of the participants’ perceived patient safety competence is useful 
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because this provides context for understanding shifts in participants’ 
perceptions of their responsibilities for healthcare quality throughout the 
course. As described in Chapter 3, Section 3.5.3.3, the Health Professionals 
Education in Patient Safety Survey (H-PEPSS) (Ginsburg et al. 2012) was 
used to assess this construct. Again, the sample was the 2015/2016 cohorts. 
7.3.1. Missing data.  
In the analysis, missing data were random (MCAR) (Table 7.5). 
Consistent with the protocol for dealing with missing data in the H-PEPSS 
outlined in Chapter 3, Section 3.7.2, the cases with missing data were 
excluded pairwise, but included in any of the subscale analyses for which the 
case had the necessary information (Pallant, 2013). Missing data were 
extremely small. Three participants had missing data at Point 1 and there 
were no missing data at Point 2. 
Table 0.5  Missing values analysis in the H-PEPSS 
H-PEPSS survey Point 1 Point 2 
Little’s MCAR test:  No missing data 
Chi-square 27.56  
df 27  
p value 0.434  
Cases with missing data, n (%) 3 (1.78)  
Missing values, n (%) 63 (1.25)  
 
7.3.2. Results of the H-PEPSS. 
Analysis was conducted on the subscale items, and on the seven 
items that were not part of the validated subscales but were retained in the 
survey instrument. Detailed results for the measures of central tendency and 
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dispersion are presented in Appendix S (subscale items) and Appendix T 
(non-subscale items). 
Results supported a statistically significant increase in confidence in 
knowledge and understanding of patient safety competence between Point 1 
and Point 2 of the course in four of the six subscales of the H-PEPSS with 
small to medium effect sizes. Total sample, and matched pairs sample, 
means and standard deviations are presented in Table 7.6 with the results of 
the paired t-tests.  
Seven of the H-PEPPS items were not part of the psychometrically 
supported 16-item measure. As discussed in the methods Section 3.5.3.3, 
these items were retained for analysis because they were considered similar 
in intent to subscale items in the N-RiHQQ and useful for individual level 
analysis. At the end of the H-PEPSS survey, a further three questions were 
included to explore confidence in knowledge around key Australian safety 
and quality principles, goals and standards. Results for the paired t-tests for 
the non-subscale and additional three items are presented in Table 7.7. 
There were statistically significant shifts toward improved confidence in 
knowledge and understanding in patient safety competencies in four of the 
seven non-subscale items and in all the additional key Australian safety and 
quality principles, goals and standards items.    
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Table 0.6  Paired t-tests: Confidence in knowledge and understanding in patient safety competence (H-PEPSS) at Point 1 and Point 2 
Scale (No. of items) Time 
Point  
Total samplea Matched pairsb Paired differences 
No. of 
cases 
Mean (SD) No. of 
cases 
Mean (SD) Mean (SD) t df 95% CIc P value 
(2-
tailed) 
Cohen’s 
d 
Effect size 
Working in teams (3) Point 1 167 3.88 (0.67)  3.83 (0.68) 0.11 (0.72) 1.685 118 (-0.02, 0.24)  .095   
Point 2 137 3.97 (0.68) 119 3.94 (0.66) 
             
Communicating effectively 
(3) 
Point 1 167 4.27 (0.55)  4.27 (0.56) 0.14 (0.67) 2.239 118 (0.02, 0.26)  .027 0.20 small 
Point 2 137 4.45 (0.55) 119 4.41 (0.55) 
             
Managing safety risks (3) Point 1 166 4.02 (0.62)  3.97 (0.64) 0.21 (0.71) 3.197 118 (0.08, 0.34)  .002 0.33 small to 
medium Point 2 137 4.19 (0.55) 119 4.18 (0.53) 
             
Understanding human and 
environmental factors (2) 
Point 1 166 3.97 (0.61)  3.92 (0.65) 0.15 (0.80) 2.080 117 (0.01, 0.30)  .040 0.23 small 
 Point 2 137 4.15 (0.65) 118 4.08 (0.66) 
             
Recognise and respond to 
adverse events (2) 
Point 1 167 4.22 (0.5)  4.23 (0.48) 0.23 (0.58) 4.23 118 (0.12, 0.33)  < .000 0.47 medium 
 Point 2 137 4.46 (0.51) 119 4.45 (0.50) 
 
Culture of safety (3) Point 1 167 4.16 (0.56)  4.17 (0.56) 0.05 (0.64) 0.84 118 (-0.07, 0.16)  .403   
Point 2 137 4.23 (0.54) 119 4.22 (0.54) 
Note: Pairwise deletion was used accounting for differences in the total number of responses (sample) per subscale; a Point 1: N = 169; Point 2: N = 137; b N = 
121; c 95% Confidence Interval: lower, upper  
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Table 0.7  Paired t-test with non-subscale and additional items: Confidence in knowledge and understanding in patient safety 
competence at Point 1 and Point 2 (H-PEPSS) 
 Time 
point 
Total Samplea Matched pairsb Paired differences 
“I feel confident in what I 
know and understand 
about…” 
Point N Mean (SD) No. 
of 
cases 
Mean (SD) Mean (SD) t df 95% CIc P value 
(2-
tailed) 
Cohen’s 
d 
Effect 
size 
1. team dynamics and 
authority/power conflict 
Point 1 164 4.06 (0.73)  4.03 (0.76) 0.06 (0.86) 0.749 116 (-0.10, 0.22)  0.455 0.08  
Point 2 134 4.13 (0.73) 117 4.09 (0.75)       
             
2.debriefing and supporting 
team members after an 
adverse event or close call 
Point 1 167 3.77 (0.92)  3.71 (0.98) 0.20 (1.09) 2.012 118 (0, 0.4)  0.047 0.21 medium 
Point 2 137 3.92 (0.78) 119 3.91 (0.76)       
             
3.  engaging patients as a 
central participant in the 
healthcare team 
Point 1 166 4.17 (0.68)  4.15 (0.75) 0.15 (0.9) 1.741 116 (-0.02, 0.31)  0.084 0.19 small 
Point 2 136 4.29 (0.65) 117 4.29 (0.64)       
             
4 safe application of health 
technology 
Point 1 163 3.88 (0.66)  3.84 (0.71) 0.22 (0.91) 2.574 113 (0.05, 0.39)  0.011 0.31 small 
Point 2 134 4.14 (0.66) 114 4.06 (0.66)       
             5. disclosing an adverse 
event to the patient 
Point 1 165 3.76 (0.81)  3.7 (0.83) 0.20 (0.94) 2.286 113 (0.03, 0.38)  0.024 0.24 small 
Point 2 132 3.94 (0.91) 114 3.9 (0.91)       
             
6. participating in timely 
event analysis, reflective 
practice and planning in 
order to prevent recurrence 
Point 1 166 3.84 (0.78)  3.82 (0.81) 0.30 (0.83) 3.834 114 (0.14, 0.45)   < 0.001 0.36 small to 
medium 
Point 2 133 4.15 (0.66) 115 4.11 (0.67)       
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 Time 
point 
Total Samplea Matched pairsb Paired differences 
“I feel confident in what I 
know and understand 
about…” 
Point N Mean (SD) No. 
of 
cases 
Mean (SD) Mean (SD) t df 95% CIc P value 
(2-
tailed) 
Cohen’s 
d 
Effect 
size 
             
7. the ways in which health 
care is complex and has 
many vulnerabilities (e.g. 
workplace design, staffing, 
technology, human 
limitations) 
Point 1 165 3.86 (0.83)  3.86 (0.85) 0.13 (0.88) 1.583 115 (-0.03, 0.29)  0.116 0.15 small 
Point 2 133 4.00 (0.72) 116 3.99 (0.74)       
8. core principles of the 
ACSQHC framework (2010) 
Point 1 142 2.73 (1.01)  2.73 (1.01) 0.63 (1.04) 6.051 99 (0.42, 0.84)  < 0.001 0.62 medium 
Point 2 132 3.44 (0.86) 100 3.36 (0.88)       
             
9. 2012 goals of the 
ACSQHC framework 
Point 1 141 2.67 (0.99)  2.66 (0.99) 0.69 (1.01) 6.818 99 (0.49, 0.89)  < 0.001 0.70 medium 
to large 
Point 2 131 3.42 (0.83) 100 3.35 (0.87)       
             
10. ACSQHC National Safety 
and Quality Health Service 
Standards 
Point 1 148 3.14 (1.08)  3.07 (1.07) 0.72 (1.13) 6.559 104 (0.50, 0.94)  < 0.001 0.68 medium 
to large 
Point 2 134 3.80 (0.86) 105 3.79 (0.86)       
Note: Pairwise deletion was used accounting for differences in the total number of responses (sample) per subscale; a Point 1: N = 169; Point 2: N = 137; b N = 
121; c 95% Confidence Interval: lower, upper 
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7.3.3. Discussion of perceived patient safety competence. 
Perceived patient safety competence has not been measured (using 
the H-PEPSS) previously in postgraduate nurses over time so it was not 
possible to compare current findings with those of other studies with similar 
samples. However, patient safety competence has been investigated in 
students in different years of undergraduate training where those in final year 
have had considerable clinical practice experience. There may be parallels 
here with postgraduate practicing nurses who have more clinical experience 
than undergraduate students. Evidence in the literature suggests that 
undergraduate students in higher year levels (with more clinical experience) 
report lower confidence in some of the more intangible dimensions of patient 
safety (working in teams, understanding human and environmental factors, 
managing adverse events, and culture of safety) than students in earlier 
years (Colet et al., 2015; Doyle et al., 2015; Duhn et al., 2012; Lukewich et 
al., 2015). Another finding reported in the literature is a decrease in 
confidence in learning in the clinical setting compared to the classroom 
setting (Colet et al., 2015; Duhn et al., 2012; Ginsburg et al., 2013; Lukewich 
et al., 2015). Students became less confident as they moved from thinking 
about learning in the classroom setting to learning in the real world of the 
clinical setting. The findings of these studies may indicate that the culture in 
clinical settings negatively affects students’ perceived patient safety 
competence, or, alternatively, increased exposure to clinical settings 
increases students’ awareness of what they do not know (Doyle et al., 2015). 
It may reflect the highly complex system of workplace learning, in which 
various interactions and contexts affect task performance as well as how and 
what students learn (de Feijter, de Grave, Dornan, Koopmans, & Scherpbier, 
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2011; Mennin, 2010; Steven, Magnusson, Smith, & Pearson).  Ginsburg et al. 
(2012) and Pingleton, Davis and Dickler (2010) recognise the possible 
influence of the workplace hidden curricula, (workplace culture and 
behaviours), that can play a positive (or negative) role in communicating the 
importance of patient safety for quality healthcare. 
In the current study, however, participants (who were practicing 
clinicians with previous and ongoing clinical experience), reported slightly 
higher levels of patient safety competence at the beginning of the course 
compared to other studies reporting end of course or new graduate safety 
competence (Colet et al., 2015; Doyle et al., 2015; Duhn et al., 2012; 
Ginsburg et al., 2012; Hwang et al., 2016; Lukewich et al., 2015; Stevanin et 
al., 2015; VanDenKerkhof et al., 2017). After a period of further clinical 
experience (i.e., at Point 2), the student participants in this study were even 
more confident in their knowledge and understanding of the socio-cultural 
aspects of safety expressed in all six subscales of the H-PEPSS. This was 
statistically significant in four of the subscales, with a small effect size in 
‘Communicating effectively’ and ‘Understanding human and environmental 
factors’, a small to medium effect size in ‘Managing safety risks’ and a 
medium effect size in ‘Recognise and respond to adverse events’. Time 
spent in post registration clinical practice (Md = 4, IQR = 4.5) had not lowered 
students’ self-reported patient safety competence. Rather, post registration 
clinical practice, then the experience of postgraduate study with further 
clinical supervision and experience, appeared to increase confidence in 
knowledge of the socio-cultural aspects of patient safety. 
Chapter 7:  Intrinsic Factors Associated with Participants’ Role Perceptions 
319 
 
One possible limitation of the current study is that the wording of the 
stem question was slightly modified to collect data about the existing 
knowledge of the participants in the present tense (“I feel confident in what I 
know and understand about….’), as opposed to the original use of past tense 
wording in the index study (‘I feel confident in what I learned about…..’) 
(Ginsburg et al., 2012). Similarly, Lukewich et al. (2015), Duhn et al. (2012) 
and Doyle et al. (2015) also modified slightly the stem wording to capture 
students’ self-reported confidence in learning about patient safety while they 
were in the midst of training, rather than the perceptions of recent graduates 
(‘I feel confident in what I am learning about..’). Doyle et al (2015) revalidated 
the H-PEPSS factor structure using confirmatory factor analysis. Good model 
fit was achieved in both medical student and postgraduate trainee samples 
(CFI >0.95, RMSEA <0.06) giving confidence that modification in the stem 
used in the current study is not problematic.   
Statistically significant shifts towards improved confidence in 
knowledge and understanding in patient safety competencies at Point 2 were 
identified in four of the seven non-subscale items, and in all the additional 
key Australian safety and quality principles, goals and standards items. 
Another positive finding of particular interest is the medium effect size shift in 
two items (numbers 2 and 6) that focus on nurses’ roles in teamwork, 
reflective practice and promotion of safety. The shifts in confidence about the 
ACSQHC framework, goals and national service standards is also a positive 
finding and demonstrates participants’ growth in understanding of key 
national health priorities over the course of postgraduate education. As a 
measure of educational evaluation, the results of the H-PEPSS study 
suggest that the postgraduate critical care course is effective in supporting 
Chapter 7:  Intrinsic Factors Associated with Participants’ Role Perceptions 
320 
 
students’ development of safety knowledge. As a possible variable or 
impacting factor (with no statistical attempt at correlation), development of 
confidence in knowledge and understanding about the socio-cultural aspects 
of patient safety are expected to be associated with development of 
perceptions of responsibilities for healthcare quality. These findings 
contribute to the concurrent validity of the N-RiHQQ. 
7.4. Beliefs about the Importance of Patient and Family Centred Care 
Practices 
This section presents the results of the Patient and Family-Centered 
Care: A Self-Assessment Inventory, Part B (IFCC, 2008). This section of the 
survey assessed the importance participants placed on PFCC practices. It is 
possible that postgraduate students’ personal preferences or beliefs about 
the value of PFCC practices, may influence their perceptions of their roles 
and skills in this domain of quality healthcare. 
7.4.1. Missing data. 
In the analysis, all missing data were random (MCAR) (Table 7.8). 
Consistent with the protocol for dealing with missing data in the PFCC 
inventory outlined in Chapter 3, Section 3.7.2, the cases with missing data 
were excluded pairwise, but included in any of the subscale analyses for 
which the case had the necessary information (Pallant, 2013). There were 
5.38% missing data at Point 1. This scale was presented last in sequence in 
the composite survey (18 pages) and the amount of missing data may be due 
to responder fatigue. 
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Table 0.8  Missing values analysis in the PFCC inventory (Part B) 
PFCC inventory (Part B) Point 1 Point 2 
Little’s MCAR test:   
Chi-square 993.97 697.31 
df 996 733 
p value 0.512 0.824 
Cases with missing data, n (%) 30 (17.75) 22 (16.06) 
Missing values, n (%) 455 (5.38) 269 (3.93) 
 
7.4.2. Results of the PFCC (Part B) inventory. 
Details of the measures of central tendency and distribution are 
provided in Appendix U. There was a trend towards an increase in the 
importance participants placed on PFCC practices in the workplace in 88% of 
the items (Appendix V), however this shift was statistically significant in only 
seven items and effect sizes were consistently small (Table 7.9).  
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Table 0.9  Paired t-tests for importance placed on patient and family-centred care practices (Part B) at Point 1 and Point 2 – 
statistically significant items only 
  
Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
Patients and families as leaders and advisors 
11.  There is a staff member 
assigned to serve as a liaison 
for collaborative endeavours 
with patients and families. 
Point 1 160 3.06 (0.72) 
 
3.07 (0.72) 0.15 (0.73) 2.21 (0.02, 0.29)  110 0.029 0.21 small 
Point 2 131 3.26 (0.69) 111 3.23 (0.7) 
       
Patterns of care             
17.  During rounds or handovers, in 
accordance with patient 
preference, families can 
choose to actively participate. 
Point 1 160 3.19 (0.61) 
 
3.18 (0.62) 0.15 (0.7) 2.29 (0.02, 0.28)  111 0.024 0.25 small 
Point 2 132 3.35 (0.68) 112 3.33 (0.69) 
       
Charting and documentation             
37.  Families’ goals are identified 
and documented. 
Point 1 160 3.23 (0.59) 
 
3.28 (0.62) 0.16 (0.6) 2.87 (0.05, 0.27)  110 0.005 0.26 small 
Point 2 131 3.45 (0.56) 111 3.44 (0.55) 
       
Quality improvement             
42.  Indicators for patient and 
family-centred practice (e.g. 
satisfaction with care) are 
measured and reported.  
Point 1 160 3.2 (0.56) 
 
3.2 (0.57) 0.12 (0.68) 1.93 (0, 0.25)  112 0.054 0.22 small 
Point 2 132 3.36 (0.58) 113 3.33 (0.59) 
       
Personnel practices             
44.  In-service programs support 
staff in acquiring patient and 
family-centred knowledge, 
skills and attitudes, 
specifically around how to 
Point 1 160 3.25 (0.57) 
 
3.29 (0.53) 0.13 (0.63) 2.10 (0.01, 0.24)  111 0.038 0.24 small 
Point 2 132 3.44 (0.51) 112 3.41 (0.51) 
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Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
share information with 
patients and families about 
errors. 
47.  There are rewards and 
recognition for patient- and 
family-centred practice 
 
Point 1 
159 3.18 (0.68) 
 
3.22 (0.65) 0.17 (0.7) 2.46 (0.03, 0.30)  107 0.015 0.26 small 
Point 2 128 3.41 (0.61) 108 3.39 (0.62) 
       
Environment and design             
49.  There are comfortable, 
equipped and private spaces 
for families to rest 
Point 1 160 3.39 (0.59) 
 
3.36 (0.6) 0.14 (0.71) 2.13 (0.01, 0.27)  112 0.035 0.24 small 
Point 2 133 3.52 (0.52) 113 3.5 (0.52) 
       
 Note: Pairwise deletion was used accounting for differences in the total number of matched responses (sample) per subscale; aPoint 1: N = 169, Point 2: N = 
137; bN = 121; c Confidence interval: lower, upper 
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7.4.3. Discussion of perceived importance of patient and family-
centred care practices. 
There was a trend towards an increase in the importance participants 
placed on PFCC practices in the workplace over time; however, the shifts 
were statically significant in only seven items. There are several plausible 
explanations for this finding. First, mean scores suggested that, overall, 
participants believed the PFCC practices were important. There may be a 
ceiling effect with participants unwilling to commit to rating PFCC practices 
‘very important’. Second, participants may prioritise and value the PFCC 
practices that are most achievable, easily incorporated into daily practice, 
recognised as best practice, and are promoted in organisational values, 
goals and standards. For example, there was a statistically significant shift in 
the importance participants placed on family participation in clinical handover 
(item 17), a national standard for improving the quality of care and area of 
significant progress over recent years (ACSQHC, 2012b; 2014b). 
Participants placed more importance on documenting family goals at the end 
of the course (item 37), demonstrating increased recognition of the integral 
role of the family in providing healthcare. Responses demonstrated that 
higher value was placed on in-service programs to support staff in acquiring 
patient and family-centred knowledge, skills and attitudes, specifically around 
how to share information with patients and families about errors (item 44). 
Open disclosure is a patient and consumer right, a core professional 
requirement and institutional obligation, and an attribute of high quality 
healthcare organisations (ACSQHC, 2013). In Australia, health service 
organisations are required to implement open disclosure as part of the 
National Safety and Quality Health Service Standards (ACSQHC, 2012c). 
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Principle 6.5 of the Australian Open Disclosure Framework specifies that 
health service organisations should provide open disclosure education and 
training as part of professional development programs (ACSQHC, 2013). The 
results of this study suggest that participants valued workplace in-service 
education to improve their skills in open disclosure. The higher importance 
participants placed on patient and family satisfaction (item 42) at Point 2 also 
suggests they matured in understanding the importance of nurse sensitive 
indicators as measures of healthcare quality.  
A third possible explanation for the lack of statistically significant shifts 
in importance placed on PFCC practices is that sample size, in the context of 
highly variable responses may have been too small to demonstrate 
significant change in the importance participants placed on PFCC practices 
in the workplace.   
Overall, participants placed a higher value on PFCC practices at the 
end of the postgraduate course than at the beginning. This finding is 
consistent with the maturation demonstrated in nurses’ perceptions of their 
responsibilities for person-centred care demonstrated in the N-RiHQQ survey 
results.   
7.5. Summary 
In this chapter, students’ motivations and aims for undertaking 
specialist postgraduate study, self-perceptions of learning readiness and 
patient safety competence, and beliefs about the importance of patient and 
family-centred practices, were explored (research objectives ‘k’ to ‘o’). 
Course aims and expectations were strongly focused around development of 
critical care knowledge and skill. However, participants also wished to 
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develop a broader range of the skills and behaviours required to meet 
professional practice standards, and articulated in this study’s conceptual 
model of professional responsibilities for high quality care. These findings 
suggest that participants were open to learning and growing in their 
perceptions of their roles and responsibilities for healthcare quality. 
Participants demonstrated high learning readiness and confidence in 
patient safety competencies both at the beginning and end of the course but 
shifted to a stronger position over time. Findings also suggest they valued 
patient and family-centred care practices with some evidence of growth over 
time. Participants demonstrated consistency between their perceptions of 
their roles and responsibilities for quality, and their beliefs about learning 
readiness, safety competency and person-centred care practices. These 
findings contribute to the concurrent validity of the N-RiHQQ survey in that 
they explore common quality and safety related constructs and demonstrate 
co-relationships in responses (see also Chapter 4, section 4.5).  
In Chapter 8, results related to two extrinsic factors that may impact on 
nurses’ perceptions of their roles for healthcare quality are discussed: 
participants’ beliefs about the safety culture and person-centred care 
practices of their workplaces.  
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Chapter 8: Extrinsic Factors Associated with Participants’ Role 
Perceptions 
 
In this chapter, the main intent of the analyses reported relate to 
research objectives ‘o’ and ‘p’ of Aim 3 of the study: 
o. Measure nurses’ perceptions of the safety cultures within their 
own practice environments using the Safety Attitudes 
Questionnaire 
p. Measure nurses’ perceptions of patient and family-centred care 
practices within their own practice environments using the 
Patient and Family-Centered Adult Intensive Care: A Self-
Assessment Inventory 
Factors extrinsic to participants may have influenced participants’ 
perceptions of their responsibilities for healthcare quality. These include 
workplace practices. In this chapter, the findings are presented in two 
sections. The first section provides the analyses relating to research 
objective ‘o’, describing nurses’ perceptions of the safety culture within their 
own practice environments. In Section 2, the analyses relating to students’ 
perceptions of the patient- and family-centred care practices of their 
workplaces are described. Participants for this Phase 2 study were students 
enrolled in the 2015 and 2016 programs.  
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8.1. Students’ Perceptions of the Safety Practices of their Practice 
Environments  
The purpose of gathering SAQ (Sexton et al., 2006) data was to assess 
whether participants changed in their responses about their agencies over 
the duration of the course, and to explore a possible association between 
SAQ and N-RiHQQ responses. In addition, survey responses were used to 
assess the concurrent validity of the N-RiHQQ (see section 4.5 of Chapter 5).  
8.1.1. Demographics of the sample. 
The participants who completed this survey also concurrently 
completed the N-RiHQQ. The demographic characteristics of the participants 
who completed the N-RiHQQ and the SAQ have been described in Chapter 
5, Section 5.2. 
8.1.2. Missing data. 
In the analysis, missing data at Point 1 were random (MCAR) (Table 
8.1). The statistical significance of the Little’s test for the SAQ at Point 2 was 
.002, violating the hypothesis that data were missing completely at random. 
On further exploration, it was apparent that four participants had missed one 
different item each. Three of the missed items were from the same subscale. 
Despite the significance of the Little’s test it was concluded that the missing 
data were missing at random (MAR), and considered ‘ignorable 
nonresponse’ (Tabachnick & Fidell, 2014). Consistent with the protocol for 
dealing with missing data in the SAQ outlined in Chapter 3, Section 3.7.2, the 
cases with missing data were excluded pairwise, but included in any of the 
subscale analyses for which the case had the necessary information (Pallant, 
2013).   
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Table 0.1  Missing values analysis in the SAQ  
SAQ Point 1 Point 2 
Little’s MCAR test:   
Chi-square 1.4 131.32 
df 3 88 
p value .704 .002 
Cases with missing data, n (%) 6 (3.56) 4 (2.92) 
Missing values, n (%) 177 (3.49) 4 (0.09) 
 
8.1.3. Results of the SAQ. 
Detailed results for the measures of central tendency and dispersion 
are presented in Appendix W. There was a trend toward a decrease in 
participants’ perceptions of the quality of the safety climate of their clinical 
agencies in five of the six subscales of the SAQ (teamwork climate, safety 
climate, job satisfaction, perceptions of management and working 
conditions), and increased recognition of stress, between Point 1 and Point 2 
of the course (Table 8.2). However, this change was statically significant in 
only three subscales (job satisfaction, perceptions of management and 
working conditions). Effect sizes were small to medium.  
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Table 0.2  Paired t-tests for SAQ: Attitudes towards safety culture of participants’ workplaces at Point 1 and Point 2  
Scale (No. of items) Time 
Point  
Total samplea Matched sampleb  Paired differences    
No. of 
cases 
Mean (SD) No. 
of 
case
s 
Mean (SD) Mean (SD) t df 95% CIc P value  Cohen’s 
d 
Effect 
size 
Teamwork Climate 
(6) 
 
Point 1 163 3.94 (0.63) 115 3.92 (0.64) -0.10 (0.64) -1.75 114 (-0.22, 0.01) .083 0.15  
Point 2 
137 3.79 (0.69) 
 3.81 (0.66) 
             
Safety Climate (7) 
 
Point 1 163 3.89 (0.60) 115 3.86 (0.63) -0.03 (0.60) -0.60 114 (-0.14, 0.08) .547 0.05  
Point 2 137 3.80 (0.61)  3.83 (0.62) 
             
Job Satisfaction (5) 
 
Point 1 163 4.13 (0.72) 115 4.11 (0.71) -0.25 (0.73) -3.72 114 (-0.39, -0.12) < .001 0.30 small to 
medium Point 2 137 3.88 (0.87)  3.86 (0.88) 
             
Stress Recognition 
(4) 
 
Point 1 164 3.97 (0.73) 116 4.02 (0.67) 0.00 (0.77) 0.04 115 (-0.14, 0.14) .968 0  
Point 2 
137 4.01 (0.75) 
 4.03 (0.73) 
             
Perceptions of  Point 1 163 3.33 (0.81) 115 3.30 (0.72) -0.26 (0.76) -3.71 114 (-0.40, -0.12) < .001 0.31 small to 
medium management (4) Point 2 137 3.06 (0.78)  3.04 (0.79) 
             
Working Conditions 
(4) 
Point 1 163 3.64 (0.86) 115 3.64 (0.83) -0.34 (0.80) -4.50 114 (-0.49, -0.19) < .001 0.37 small to 
medium Point 2 137 3.32 (0.89)  3.30 (0.90) 
Note: Pairwise deletion was used accounting for differences in the total number of responses (sample) per subscale; a Point 1: N = 169; Point 2: N = 137; b N 
= 121; c 95% Confidence Interval: lower, upper 
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The participants’ percentage agreement with the subscale items is 
reported, with a score of 75 or over indicating agreement with the items in the 
subscale. The results for this analysis are presented in Table 8.3. 
Table 0.3  Number and percentage of participants who agreea with the items 
in the SAQ subscales 
SAQ Subscale Point 1 (N = 169) Point 2 (N = 137) 
 N (%) N (%) 
Teamwork Climate (6) 88 (52.1) 61 (44.5) 
Safety Climate (7) 79 (46.7) 57 (41.6) 
Job Satisfaction (5) 107 (63.3) 75 (54.7) 
Stress Recognition (4) 95 (56.2) 85 (62) 
Perceptions of management (4) 35 (20.7) 22 (16.1) 
Working Conditions (4) 66 (39.1) 43 (31.4) 
a  total score of 75 or over equates to ‘agree slightly’ or ‘agree strongly’ 
 
 
8.1.4. Discussion. 
There was no attempt to assess the safety climate of any one unit in 
the current study. Data represent the perceived safety climates of 169 
participants at the beginning of the course, 137 at the end, and the shift in 
scores over time for 121 participants from 25 hospitals and 37 different units. 
Therefore, there is little value in comparing the results of the current study, 
representing individual perceptions, to those in the literature, which focus on 
service level, unit level or staff group level contexts. Instead, this discussion 
focuses on the possible meaning of the shifts in participants’ SAQ scores in 
the context of the shifts in perceptions of responsibilities for healthcare 
quality demonstrated in the N-RiHQQ scores.  
The Stress Recognition scale performs differently to the other scales 
in that it assesses personal behaviours, while the other SAQ scales focus 
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mainly on the behaviours of others in the workplace and how these affect the 
respondent, for example, staff teamwork and management’s performance 
(Gallego, Westbrook, Dunn, & Braithwaite, 2012). When a respondent agrees 
with items assessing Stress Recognition, it is an acknowledgement of how 
stressors affect personal performance (Gallego et al., 2012). The scale 
assesses the extent to which respondents recognise their limitations and 
potential for making errors. Various scholars have proposed that the Stress 
Recognition subscale of the SAQ does not fit with the overall heuristic of the 
instrument as designed and is a standalone construct (Speroff et al., 2010; 
Taylor & Pandian, 2013). As an indicator of participants’ acknowledgement of 
how stressors affect personal performance, it was anticipated that students 
may score more highly on the Stress Recognition scale at the end of the 
course. This finding may reflect development of their understanding of the 
factors, such as fatigue and excessive workload, which influence work 
performance. However, although there was an increase in the overall 
percentage agreement with the items in the stress recognition scores (56.2% 
to 62%), the change in mean scores for the matched pairs was negligible and 
not statistically significant: Point 1 (M = 4.02, SD = 0.67) to Point 2 (M = 4.03, 
SD = 0.73), t (115 ) = 0.04 , p = .968  (two-tailed). Thus, the results do not 
suggest that students became more aware of the role stress plays in 
performance errors over the duration of their postgraduate course.  
With respect to the other five subscales, mean scores for participants’ 
perceptions of workplace safety climate decreased, with changes reaching 
statistical significance in three subscales (Job Satisfaction, Perceptions of 
Management, and Working Conditions). As previously discussed, an 
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individual’s perceptions of workplace safety culture does not necessarily 
reflect the true safety culture of the unit. However, it may be that participants 
became more aware of the factors that contribute to a safe workplace over 
the course of postgraduate study, and therefore became more critical of their 
own workplaces. The overall shift in participants’ perceptions of 
responsibilities for promoting safety (N-RiHQQ results) may explain what 
appears to be a heightened awareness of the practices in the workplace that 
do not improve safety. Another example is the congruence between a 
positive shift in perceptions of responsibility for collaborative communication 
(for example, ‘It is my responsibility to speak up when I see something 
unsafe’, N-RiHQQ, item 73), and a decrease in confidence that these 
behaviours are occurring in the workplace (for example ‘In this critical care 
unit, it is difficult to speak up if I perceive a problem with patient care’, SAQ, 
item 215, reversed). A possible explanation for these shifts is that 
participants were better informed about the factors that put patients at risk of 
harm and the behaviours that improve patient safety by the end of the 
postgraduate course. This heightened awareness of the safety cultures in 
which they practice may be reflected in the less favourable assessment. 
8.2. Students’ Perceptions of the Patient and Family Centred Care 
Practices of their Practice Environments 
The purpose of gathering these data was to assess whether 
participants changed in their responses about the patient and family-centred 
care practices of their workplaces over the duration of the course and to 
explore a possible association between these responses and N-RiHQQ 
responses. The assessment inventory (IFCC, 2008), is divided into 10 
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sections or subscales, however as this instrument has not had any 
psychometric testing performed, it was inappropriate to analyse or report 
results by subscale.  
8.2.1. Missing data. 
In the analysis, all missing data were random (MCAR) (Table 8.4). 
Consistent with the protocol for dealing with missing data in the PFCC 
outlined in Chapter 3, Section 3.7.2, the cases with missing data were 
excluded pairwise, but included in any of the subscale analyses for which the 
case had the necessary information (Pallant, 2013). 
Table 0.4  Missing values analysis in the PFCC inventory (Part A – workplace 
practices) 
PFCC inventory (Part A) Point 1 Point 2 
Little’s MCAR test:   
Chi-square 648.20 528.11 
df 729 579 
p value 0.985 0.936 
Cases with missing data, n (%) 22 (13.02) 15 (10.95) 
Missing values, n (%) 322 (3.8) 24 (0.35) 
 
8.2.2. Results of the PFCC Part A. 
Detailed measures of central tendency and distribution are provided in 
Appendix W. Paired t-tests for all 50 items of the PFCC inventory are 
presented in Appendix Y. There was a trend towards less agreement that the 
workplace demonstrates PFCC practices in 96% of the items. This shift was 
statistically significant in 36% of the items although effect sizes (Cohen’s d) 
were predominantly small (Table 8.5). 
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Table 0.5  Perceptions of workplace patient and family centred care practices at Point 1 and Point 2:  Paired t-tests of items with 
significant changes 
  
Total samplea Matched 
sampleb 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P value  Cohen's 
d 
Effect 
size 
Leadership             
2. Leaders of my unit, 
through their words and 
actions, consistently 
convey that the patient’s 
and family’s experience 
of care matters, that it is 
important to quality, 
safety, and the best 
outcomes. 
Point 1 159 3.32 (0.66) 
 
3.34 (0.68) -0.31 (0.74) -4.38 (-0.44, 0.17) 110 < 0.001 0.45 medium 
Point 2 134 3.1 (0..67) 111 3.04 (0.67) 
  
  
    
3. Leaders of the unit, 
through their words and 
actions, encourage and 
support all staff in 
practicing patient- and 
family-centred care. 
Point 1 157 3.29 (0.71) 
 
3.27 (0.74) -0.15 (0.75) -2.14 (-0.29, -0.01)  110 0.034 0.21 small 
Point 2 135 3.11 (0.69) 111 3.12 (0.68) 
  
  
    
Philosophy of Care             
6. Patient and family-
centred care is discussed 
at orientation to my unit. 
Point 1 152 3.01 (0.84) 
 
3.04 (0.84) -0.29 (1.05) -2.77 (-0.50, -0.08)  99 0.007 0.35 small to 
medium 
Point 2 128 2.75 (0.9) 100 2.75 (0.93) 
  
  
    
7. Patient and family-
centred care is regularly 
reinforced through 
performance appraisal. 
Point 1 150 3.05 (0.78) 
 
2.95 (0.78) -0.22 (0.81) -2.71 (-0.38, -0.06) 100 0.008 0.28 small 
Point 2 129 2.74 (0.85) 101 2.73 (0.86) 
  
  
    
Patients and families as leaders and advisors 
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Total samplea Matched 
sampleb 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P value  Cohen's 
d 
Effect 
size 
11. There is a staff 
member assigned to 
serve as a liaison for 
collaborative 
endeavours with 
patients and families. 
Point 1 120 2.85 (1) 
 
2.88 (1.02) -0.31 (0.99) -2.62 (-0.54, -0.07) 71 0.011 0.30 small to 
medium 
Point 2 108 2.6 (1.13) 72 2.57 (1.12) 
  
  
    
Patterns of care             
12. Family members are 
not viewed as visitors; 
they are always 
welcome to be present 
and fully participate in 
care in accordance with 
patient preference. 
Point 1 157 2.9 (0.85) 
 
2.85 (0.87) -0.22 (0.84) -2.73 (-0.38, 0.06)  109 0.007 0.25 small 
Point 2 134 2.71 (0.88) 110 2.64 (0.88) 
  
  
    
13. Staff acknowledge the 
individuality, culture, 
capacity, and abilities of 
each patient and family. 
Point 1 159 3.42 (0.67) 
 
3.41 (0.71) -0.18 (0.74) -2.67 (-0.32, -0.05)  113 0.009 0.26 small 
Point 2 134 3.26 (0.69) 114 3.23 (0.7) 
  
  
    
14. Staffing patterns 
promote continuity of 
care for patients and 
families. 
Point 1 158 3.11 (0.76) 
 
3.04 (0.79) -0.19 (0.84) -2.38 (-0.35, -0.03) 110 0.019 0.24 small 
Point 2 134 2.9 (0.8) 111 2.85 (0.8) 
  
  
    
19. Staff ask patients and 
families about their 
observations, goals, 
and priorities and 
incorporate these in the 
care plan. 
Point 1 154 3.15 (0.72) 
 
3.14 (0.74) -0.18 (0.83) -2.28 (-0.34, -0.02)  110 0.025 0.24 small 
Point 2 136 2.96 (0.71) 111 2.96 (0.73) 
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Total samplea Matched 
sampleb 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P value  Cohen's 
d 
Effect 
size 
20. Staff collaborate with 
the patient and family in 
assessment and 
management of pain. 
Point 1 157 3.31 (0.62) 
 
3.34 (0.59) -0.21 (0.79) -2.88 (-0.36, -0.07)  111 0.005 0.36 small to 
medium 
Point 2 136 3.11 (0.7) 112 3.13 (0.7) 
  
  
    
21. Communication among 
patients, families, and 
staff is ongoing and 
offered in a variety of 
formats (e.g., chart, 
email, bulletin boards at 
patient’s bedside, 
pagers, telephone 
contact). 
Point 1 155 3.13 (0.72) 
 
3.11 (0.69) -0.19 (0.81) -2.41 (-0.34, -0.03)  105 0.018 0.27 small 
Point 2 130 2.95 (0.85) 106 2.92 (0.87) 
  
  
    
24. Patients and families, in 
accordance with patient 
preference, have the 
opportunity to 
participate in 
multidisciplinary 
meetings to plan care. 
Point 1 145 3.24 (0.68) 
 
3.28 (0.65) -0.18 (0.84) -2.08 (-0.35, 0.01) 93 0.040 0.28 small 
Point 2 124 3.15 (0.74) 94 3.1 (0.76) 
  
  
    
25. Families are 
encouraged to help or 
provide personal care 
for the patient 
throughout the patient’s 
hospitalisation. 
 
Point 1 154 3.18 (0.72) 
 
3.13 (0.74) -0.18 (0.78) -2.33 (-0.33, -0.03)  107 0.021 0.24 small 
Point 2 132 2.99 (0.7) 108 2.95 (0.73) 
  
  
    
26. There are supportive 
procedures for resolving 
disputes between 
Point 1 143 3.3 (0.59) 
 
3.3 (0.58) -0.34 (0.92) -3.63 (-0.52, -0.15) 97 < 0.001 0.58 medium 
Point 2 127 2.98 (0.78) 98 2.96 (0.8) 
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Total samplea Matched 
sampleb 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P value  Cohen's 
d 
Effect 
size 
patients, families, and 
staff. 
Patient and Family Support             
33. There is a range of 
emotional, spiritual, and 
practical support 
available to patients and 
families. 
Point 1 154 3.18 (0.72) 
 
3.2 (0.76) -0.27 (0.79) -3.52 (-0.42, -0.12)  107 < 0.001 0.35 small to 
medium 
Point 2 134 3 (0.82) 108 2.94 (0.83) 
  
  
    
Charting and Documentation             
41. Patients and families 
are offered a means to 
collect and organise 
important information 
regarding the patient 
that they can share with 
other providers. 
Point 1 140 2.94 (0.78) 
 
2.96 (0.79) -0.3 (0.81) -3.50 (-0.47, -0.13)  90 < 0.001 0.38  small 
to 
medium 
Point 2 122 2.66 (0.82) 91 2.66 (0.82) 
  
  
    
Quality Improvement             
43. Changes are made to 
the way we deliver care 
as a response to patient 
and family feedback 
 
 
 
 
 
Point 1 143 3.17 (0.66) 
 
3.21 (0.63) -0.29 (0.86) -3.22 (-0.47, -0.11)  88 0.002 0.46 medium 
Point 2 119 2.97 (0.81) 89 2.92 (0.87) 
  
  
    
Environment and design             
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Total samplea Matched 
sampleb 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P value  Cohen's 
d 
Effect 
size 
48. The overall design of 
the unit creates a 
healing environment 
through the use of 
appropriate colour, 
lighting, art and 
furnishings 
Point 1 154 2.73 (0.93) 
 
2.7 (0.95) -0.28 (0.9) -3.23 (-0.46, -0.11)  105 0.002 0.30 small 
Point 2 134 2.5 (0.93) 106 2.42 (0.96) 
  
  
    
Note: Pairwise deletion was used accounting for differences in the total number of responses (sample) per subscale; a Point 1: N = 169, Point 2: N = 137; b N 
= 121; c Confidence interval upper, lower 
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8.2.3. Discussion. 
Overall, participants were less confident by the end of the course that 
their workplaces practiced patient and family-centred care. A possible 
explanation is that participants may have been relatively new to their critical 
care practice environment at the beginning of the course and provided an 
optimistic or generous assessment of PFCC practices. However, there was a 
‘Don’t know’ option as a possible response as acknowledgement that 
participants may not have known about certain PFCC practices in the 
workplace. The ‘Don’t know’ responses were excluded, consistent with the 
missing data management approach previously described, minimising the 
risk that the differences found were due to staff not being aware of current 
PFCC practices in their workplaces. Alternatively, it is possible that as 
participants became more aware of their responsibilities in person-centred 
care (demonstrated in the N-RiHQQ results), they became more aware of the 
PFCC practices in the workplace and therefore, better able to accurately 
assess the presence or absence of particular PFCC practices.  
8.3. Summary 
At the end of postgraduate study, participants provided less favourable 
responses about the patient safety, and patient and family-centred care 
practices, of their work environments. It is possible that participants became 
more aware of the factors or practices that contribute to a safe and person-
centred workplace over the course of postgraduate study. Overall, the 
findings suggest that a maturation in role recognition was accompanied by a 
heightened awareness, and less favourable assessment, of workplace safety 
and quality practices. 
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In the final chapter, Chapter 9, a summary of research findings and 
the significance of these findings is discussed. The strengths and limitations 
of the research overall, and the implications for education, practice, and 
future research are addressed.  
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Chapter 9: Integrated Discussion and Conclusions 
The purpose of this research was to develop an instrument to 
measure nurses’ perceptions of their roles and responsibilities related to 
healthcare quality. The context for the study was a postgraduate critical care 
course at an Australian University. The study aims and objectives were 
designed to ensure development of a conceptually based, psychometrically 
sound instrument, sensitive to measurement of change in postgraduate 
critical care students. Measurement of change over time with a robust 
instrument can inform curricula and professional programs designed to 
develop knowledge, skills and attitudes related to healthcare quality, with the 
ultimate aim of improving the quality and safety of care delivered to patients 
in acute care environments.  
In this chapter, the findings related to the aims and objectives are 
summarised and integrated. The strengths and limitations of the study are 
discussed in Sections 9.2 and 9.3 respectively, and the implications of the 
research findings for education and practice are discussed in Section 9.4. 
Recommendations for future research are made in Section 9.5. 
9.1. Summary of Research Aims and Findings 
9.1.1. A conceptual model of nurses’ responsibilities in 
healthcare quality  
The first aim of the study was to develop the conceptual model of 
nurses’ roles and responsibilities in maintaining and improving the quality of 
healthcare. This aim was met by undertaking a narrative review of the 
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literature to determine the domains of quality that encompass nurses’ 
professional responsibilities for high quality care. In addition, elements of 
practice that describe nurses’ responsibilities for each domain of healthcare 
quality were identified. 
Key national and international frameworks and strategies, health 
professional curricula for quality and safety in healthcare, and professional 
nursing peak body performance standards informed the conceptual model for 
nurses’ responsibilities in healthcare quality. The model domains were: 
Management of the Environment; Promotion of Safety; Evidence Based 
Practice; Medical and Technical Competence; Person Centred Care; Positive 
Interpersonal Behaviours; and, Clinical Leadership and Governance. 
Elements of practice that described nurses’ responsibilities within each of 
these domains were also developed from the literature review. The value of 
the conceptual model lies in both its relevance for nurses’ responsibilities in 
healthcare quality and its potential for broader application to all health 
professionals. It is comprehensive and not limited to specific practice 
domains, levels of nursing practice, or national contexts, and though 
developed to target nurses’ responsibilities, may be useful for application to 
any health profession’s responsibilities in healthcare quality, with modification 
to how each domain is operationalised.  
9.1.2. A survey instrument to measure nurses’ perceptions of 
their responsibilities. 
The second aim of the study was to develop a valid and reliable 
survey instrument to measure nurses’ perceptions of their responsibilities 
across all the domains of healthcare quality. This aim was met by a rigorous 
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and systematic five step process to develop and test the N-RiHQQ guided by 
the Standards for Educational and Psychological Testing (The Standards, 
2014). The process included: 1) item generation (‘content’ and face validity); 
2) pilot testing (reliability, ‘internal structure’/consistency and item reduction); 
3) testing the stability of the instrument (test/retest reliability); 4) construct 
validity using structural equation modeling (factorial validity and ‘internal 
structure’/ consistency), and; 5) comparing responses to similar constructs 
(concurrent validity or ‘relations to other variables’ evidence).  
This process resulted in a 55 item questionnaire with five subscales 
(N-RiHQQ), that was psychometrically acceptable, parsimonious, and 
sensitive to change in nurses’ perceptions of their responsibilities for 
healthcare quality. In the sample investigated, nurses undertaking 
postgraduate specialty education, over time, became less ambivalent about 
their roles in healthcare quality and more strongly acknowledged their roles 
and responsibilities for a broad range of quality care practices. In addition, 
they were more confident in their quality and safety related skills when 
surveyed at the end of the course. 
9.1.3. Factors that provide a context for understanding nurses’ 
perceptions of their responsibilities for healthcare quality. 
Finally, the third aim of the research, to explore intrinsic and extrinsic 
factors that provide a context for understanding nurses’ perceptions of their 
roles and responsibilities for healthcare quality, was met by in-depth multi-
method analyses of participants’ understanding of healthcare quality, role 
perceptions, and perceived barriers to achieving role expectations in 
healthcare quality. Data analysed included participants’ course 
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aims/motivations and expectations at commencement of the course, and 
perceived learning readiness, perceived patient safety competence, beliefs 
about patient and family-centred care practices, and perceptions of 
workplace safety and patient-centered care practices at commencement and 
completion of the course.  
Participants’ course motivations and desired course outcomes were 
focused strongly around development of critical care knowledge and skills. 
However, there was evidence that they also wished to develop the broader 
range of skills and behaviours required to meet professional practice 
standards, as articulated in this study’s conceptual model of professional 
responsibilities for high quality care. These findings suggest that participants 
were open to learning and growing in their perceptions of their roles and 
responsibilities for healthcare quality. Despite a baseline of high perceived 
learning readiness and patient safety competence, participants shifted to an 
even stronger position over time. They also more highly valued some patient 
and family-centred care practices by the end of the course, demonstrating 
increased understanding of the centrality of person-centred care in 
healthcare quality. Overall, the findings suggest that participants had 
advanced in their understanding of knowledge, skills, behaviours and 
attitudes integral to the delivery of safe, high quality care. 
Focus group findings demonstrated a shared understanding of nurses’ 
responsibilities for quality, and the nursing practices and behaviours that 
maintain and improve the quality of healthcare as articulated in the literature-
derived conceptual model. Participants most strongly recognised their 
responsibilities for person-centred care, positive interpersonal behaviours, 
and promotion of safety. They recognised and accepted roles within the 
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evidence-based practice and clinical leadership and governance domains. 
They had however, a narrower view of the elements of practice associated 
with nurses’ responsibilities than those identified in the literature derived 
domains of the conceptual model. Although participants acknowledged their 
responsibilities, they believed they were unable to fulfil their roles and 
responsibilities satisfactorily due to the significant resource constraints they 
faced in the clinical environment. 
Finally, at the end of their postgraduate studies, participants reported 
they perceived their workplaces were less safe and less patient and family-
centred than at program commencement. It is possible that students became 
more aware of the factors or practices that contribute to a safe and person-
centred workplace over the course of postgraduate study. Overall, the 
findings suggest that maturation in role recognition was accompanied by a 
heightened awareness, and less favourable critique, of workplace safety and 
quality practices. 
In summary, the N-RiHQQ, developed to measure nurses’ role 
perceptions, was found to be a robust, valid and reliable instrument informed 
by a theoretically derived conceptual model of nurses’ responsibilities for 
healthcare quality. The five-subscale instrument was designed to measure 
nurses’ perceptions of their roles and responsibilities, and perceived skills, for 
the broad domains of practice required to deliver safe, high quality care. The 
instrument was sensitive to change in this sample and has the potential use 
for curricula evaluation and can inform modification to optimise development 
of the knowledge, skills and attitudes postgraduate critical care nurses need 
to impact on the quality and safety of care delivered to patients in acute care 
environments. Understanding of the intrinsic and extrinsic factors that appear 
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to influence nurses’ perceptions of their roles for healthcare quality, and their 
capacity to develop in their role perceptions or fulfil their roles, may inform 
interventions to address deficits in role perceptions in clinical practice.  
9.2. Strengths of the Research  
The study had several strengths. First, the concurrent mixed method, 
case study design of the research program allowed for a broad and deep 
exploration of nurses’ perceptions of their roles and responsibilities for 
healthcare quality, the factors that may be associated with these perceptions, 
and any maturation of these perceptions over time. Using both quantitative 
and qualitative methods adds to the credibility of the study’s findings and 
provides a greater understanding of the phenomenon of interest than is 
possible using a single method approach. Conducting the study over four 
years extended the sample beyond one cohort of students, hence increasing 
the likelihood that findings support a representative view of the population of 
students who undertook postgraduate education during this time. As stated in 
the methods chapter, the intention was not to generalise the specific findings 
beyond the case study university however, the knowledge generated has 
relevance for the wider postgraduate nursing education community. 
Second, the conceptual model of nurses’ responsibilities for 
healthcare quality emerged not only from a broad narrative review of the peer 
reviewed literature, but from important grey literature relevant to nurses’ roles 
and responsibilities for quality, for example, key safety and quality 
frameworks. Most importantly, the model was strongly informed by the 
standards for practice specified by national and international nursing and 
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critical care bodies. Thus the model is highly relevant to nurses and 
grounded in professional practice expectations.  
A third strength of the study is the rigorous and systematic approach 
adopted to develop and test the N-RiHQQ instrument using an internationally 
recognised approach, the Standards for Educational and Psychological 
Testing (The Standards, 2014). This involved accumulating evidence from a 
variety of sources to demonstrate the validity, reliability and fairness of the 
instrument. Survey items were informed by a substantive review of the quality 
and safety literature, professional practice standards and validated 
instruments measuring similar constructs, ensuring relevance of the items 
and content validity. Pilot testing demonstrated acceptable reliability and 
informed item reduction, leading to a more parsimonious instrument for 
further testing. The hypothesised model demonstrated acceptable goodness 
of fit in a further sample and enabled measurement of change in role 
perceptions over time. Correlation testing provided some evidence that 
scores from the N-RiHQQ corresponded with other instruments measuring 
similar constructs, suggesting concurrent validity of the N-RiHQQ. These 
multiple and comprehensive steps accumulated evidence of the validity, 
reliability and fairness of the instrument in this sample.  
Fourth, the high response rates for each sample and data collection 
period are a strength of the study. While multiple steps were taken to 
maximise research participation (see Chapter 3, section 3.4.1), the high 
response rate, particularly in the cohort study (Point 1: 92%; Point 2: 76%), 
suggests that participants understood the value of nursing research to inform 
practice. It may reflect a commitment to fulfil specialist professional practice 
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standards and expectations to participate in research to inform theory, 
practice development, and to improve the quality of care (ACCCN, 2015; 
CENA, 2013). 
Finally, within the higher education sector, providing evidence of 
student learning, and improvements in student learning, can be challenging. 
It is acknowledged that measurement of educational outcomes and 
experiences is fraught with conceptual and practical difficulties (Lapkin, 
Levett-Jones, & Gilligan, 2015). The findings of this study contribute to the 
scholarship of teaching by enabling demonstration of student growth in 
perceptions of professional responsibilities and skills, perceived patient 
safety competence, and in the behaviours that promote lifelong, self-directed 
learning.  
9.3. Limitations of the Research  
There were several limitations of this study. First, the sample was not 
random or multisite, hence the results may not be generalisable beyond this 
sample. The sample included all consenting students enrolled in the 
postgraduate course at one university (volunteer sampling). It is possible that 
there was bias in the students who chose to participate. Participation rates in 
the cohort study at Point 1 (92%) were very high, reflecting almost the entire 
potential target sample, but decreased at Point 2 (76%); however this was 
still a much higher survey participation rate than typically reported in the 
health professional literature (Cook, Dickinson, & Eccles, 2009). It is possible 
that the results may have been different if all students who completed the N-
RiHQQ at Point 1 (N = 169), had also completed the questionnaire at Point 2. 
Those who did not respond at Point 2 may have had different attitudes about 
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their responsibilities in quality and safety compared to those who completed 
the instrument at both time points.  
Additional analyses (see Appendix Z and Appendix AA) explored 
whether there were any significant differences between the sample who 
completed the N-RiHQQ at Point 1 but did not participate at Point 2. The 
results demonstrated no statistically significant difference in the two cohorts 
with respect to age, length of nursing experience, critical care experience, 
highest qualification, or gender. There were statistically significant differences 
in the samples with respect to clinical specialty and place of employment. 
These differences may be explained by the fact that half of the emergency 
and the critical care stream students were rural or regionally based, or 
interstate, and did not attend the university campus at the time Point 2 data 
were collected. The alternative postal administration was a less effective 
strategy for data collection resulting in a lower response rate than face-to-
face administration. However, analysis of participant characteristics suggests 
it is reasonable to assume that results would not have been significantly 
different if all those who completed the survey at Point 1 also provided a 
Point 2 response. Further detail is provided in Appendices Z and AA.  
Second, there was no control group in this study. It is possible that 
participants may have matured in their perceptions about their roles for 
quality healthcare over time (seven months) without postgraduate study. The 
data demonstrated change in responses to each of the instruments used in 
the cohort study. Normal maturation may account for some of this change. 
However it is most likely that the magnitude of the observed change is 
related to students’ being immersed in both the academic and clinical 
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components of postgraduate study. A distinctive strength of the N-RiHQQ is 
that it appears sensitive to change irrespective of why the change occurred. 
Third, the samples used for the focus group study and the composite 
survey study were not taken from exactly the same course enrolment years, 
although there was considerable overlap. The focus group sample consisted 
of 2014 and 2015 course students whereas the cohort study sample were 
2015 and 2016 course students. However, there was no discernible 
difference between the demographic characteristics of the two samples and it 
is not unreasonable to expect the data would be very similar if they were the 
same individuals in each sample. Indeed, participants’ perceptions of the 
barriers to quality care found in this study are consistent with findings in the 
published literature.  
Fourth, sensitivity testing, conducted to assess the potential risk of 
using cohort N-RiHQQ data for both instrument development and for 
comparing participants in an analytical framework (Chapter 4, Section 4.6), 
reduced the sample size for factor analysis in Step 4 of instrument 
development (Chapter 3, Section 4.4.1.1) to a minimally acceptable level. It 
will be important to examine the factor structure and psychometric properties 
of the N-RiHQQ in larger sample sizes to further validate the instrument. 
Fifth, there was no focussed attempt to demonstrate ‘response 
processes’ evidence of validity in the development of the N-RiHQQ survey. 
According to the Standards for Educational and Psychological Testing, 
evidence based on response processes generally comes from analyses of 
individual responses. Questioning test takers from the intended test-taking 
population about their responses to items “yields evidence that enriches the 
definition of a construct” (The Standards, 2014, p. 15). It is possible that 
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survey participants did not understand items as they were intended. Despite 
steps taken to accumulate evidence of validity from multiple other sources, 
interviews with participants from the sample to explore their understanding of 
each item may have been a valuable step in survey development. This may 
have resulted in further item modification. To some extent, there was a 
deliberate decision made to include wording that was commonly used in the 
quality literature, which may have been less familiar to participants (for 
example, ‘system processes’ and ‘health literacy’), to assess responses over 
time. As discussed in Chapter 5, providing a response option of ‘Don’t know’ 
for the N-RiHQQ items may have captured this ambiguity and was 
considered an important finding on its own. ‘Response processes’ evidence 
was demonstrated, to some extent, through the focus group findings. While 
the meaning of individual N-RiHQQ survey items was not sought, the overall 
constructs or domains of quality inherent in the survey were explored deeply 
in focus groups. Participants’ understanding of their responsibilities for 
quality, and the behaviours and skills needed for quality, were consistent with 
the domains of quality depicted in the conceptual model from which the 
survey items were developed.  
Sixth, it is possible that participants provided socially desirable 
questionnaire responses. Professional discomfort or a sense of what I am 
supposed to say may have influenced responses. Although all attempts were 
made to reassure participants of confidentiality and anonymity of survey 
responses, and that honest responses were invited and important, 
participants may have selected more professionally desirable responses to 
survey items. It could be argued however, that reporting higher agreement 
with N-RiHQQ items exploring role perceptions at Point 2, even if only a 
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socially desirable response, demonstrated increased participant awareness 
of their professional responsibilities. The same risk for socially desirable 
responses may apply to focus group data, although the breadth and depth of 
focus group discussions suggests that participants provided honest 
responses.  
Seventh, the survey (IFCC, 2008) used to measure the importance 
participants ascribed to patient and family-centred care practices, and 
perceptions of these practices in their workplaces, was not a validated 
instrument. Therefore conclusions drawn from these results should be 
interpreted with caution. That said, there was no attempt to analyse these 
results using subscales in the primary analysis of the data. Rather, the 
primary purpose of using the inventory was to explore changes in 
perceptions of patient and family-centred care practices alongside changes in 
perceptions of roles in healthcare quality, and this was possible without 
subscale analysis.   
Eighth, the length of the composite survey and number of distinct 
surveys within the one questionnaire may have led to responder fatigue and 
response bias, and may have impacted upon the integrity of the data 
collected. There were no negatively worded items in the N-RiHQQ. Although 
these are possible limitations, the steps taken to minimise the 
‘inconvenience’ of data collection, (for example, providing class time and 
lunch), and the small amount of true missing data (reported in Chapter 5, 
section 5.4), suggests the impact of these factors may be minimal. In 
addition, the key instrument (N-RiHQQ) was positioned near the beginning of 
the composite questionnaire, minimising the potential effect of responder 
fatigue or bias related to the main questionnaire. 
Chapter 9:  Integrated Discussion and Conclusions 
354 
 
A final limitation may be that the N-RiHQQ captures only five of the 
original seven domains of the conceptual model. Items related to nurses’ 
responsibilities in the domain Management of the Environment were 
excluded due to high agreement, suggesting that they would not be useful for 
measuring change. Items related to the domain Medical and Technical 
Competence were excluded for the same reason, or moved to the subscale 
Promotion of Safety during the structural equation modelling stage of 
instrument development. It is possible that all seven domains may have been 
reflected in seven distinct subscales in instrument development using a 
different sample, for example, in a sample of undergraduate nursing 
students.  
9.4. Implications for education and practice  
Findings from this study have a number of implications for education 
and practice. First, the conceptual model is designed for and highly relevant 
to critical care nurses and those practicing in acute care environments. 
However it is relevant to all nurses, regardless of practice context, because it 
was developed from key national and international safety and quality 
frameworks and health professional curricula, as well as professional nursing 
peak body performance standards.  The broad responsibilities for quality 
domains also make it relevant to all health professionals with modification in 
how each domain is operationalised. Therefore, the model may be useful for 
applications with non-nursing health professionals. 
Second, the N-RiHQQ is a comprehensive instrument not limited to 
specific acute care practice domains, levels of nursing practice, or national 
contexts. While developed and tested in a postgraduate critical care sample 
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of students, the items and subscales are relevant to nurses in other hospital 
contexts and do not use critical care references or terminology. With some 
modification, the instrument may be useful for nurses in non-acute care 
practice settings. Understanding the role perceptions of nurses in a particular 
clinical setting may also inform the design, implementation and evaluation of 
quality initiatives at policy, organisational and local levels.  
Third, a valid and reliable instrument that addresses all of the domains 
within the model enables identification of potential gaps between critical care 
nurses’ beliefs and, national, professional and organisational expectations of 
nurses’ responsibilities. Understanding nurses’ perceptions of their 
healthcare responsibilities will inform postgraduate curricula to better prepare 
postgraduate nurses for practice expectations and gauge the success of 
educational interventions.  
Fourth, the barriers identified by focus group participants may help 
explain the ongoing challenges that nurses experience in meeting standards 
for healthcare quality. Despite acknowledgement of their responsibilities, and 
desire and intention to fulfil those responsibilities, the nurses in this sample 
believed they were unable to deliver a high standard of care for all patients 
consistently, primarily due to resourcing issues and, to a lesser extent, the 
behaviours of other team members.   
Fifth, the data suggest potential gaps in students’ expectations about 
program learnings related to some elements of their roles in quality and 
safety. Understanding student aims/motivations and expectations can guide 
curriculum planning, implementation and evaluation to ensure alignment with 
program goals and student satisfaction with learning. Addressing gaps early 
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in the program to broaden expectations, guide learning, and improve student 
engagement.  
Finally, while this study was not designed to provide evidence that 
participants actually meet their responsibilities for healthcare quality in the 
clinical setting, there is some confidence that role perceptions may translate 
to practice behaviours, and therefore an improvement in the quality and 
safety of healthcare provided by participants. The Theory of Planned 
Behaviour (TPB) for example, provides a theoretical basis for expecting that 
participants would accept and enact their responsibilities for healthcare 
quality. According to the TPB, behavioural intention is the immediate 
antecedent of behaviour (Ajzen, 1991) and represents the convergence of 
the cognitive, motivational, and affective internal processes associated with a 
given behaviour (Casper, 2007). Intentions are in turn determined by 
attitudes, subjective norms and perceived behavioural control. In this study, 
we have some evidence of each of these three factors. These three 
determinants may predict human action and can act as a proxy for measuring 
actual behaviour (Ajzen, 1991).  
Attitudes, the first determinant of behavioural intentions, refers to “the 
degree to which a person has a favourable or unfavourable evaluation or 
appraisal of the behaviour in question” (Ajzen, 1991, p. 188), or an 
individual’s positive or negative disposition when performing a particular 
behaviour (Lapkin et al., 2015). In this study, measurement of perceived 
responsibilities reflects attitudes, and as such, is one factor in the equation 
that predicts behaviour. The second predictor is a social factor termed 
‘subjective norm’. It refers to the perceived social pressure to perform or not 
perform the behaviour (Ajzen, 1991). In this study, subjective norms are the 
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professional practice standards for registered nurses (NMBA, 2016) and for 
critical care nurses i(ACCCN, 2015; CENA, 2013), workplace job descriptions 
and expectations, and unit culture.  
The third antecedent of intention is the degree of perceived 
behavioural control an individual has over the intended behaviour. This is the 
self-assessment of both the capability or skill, and the opportunity to perform 
the behaviour (Casper, 2007). The construct of perceived behavioural control 
is consistent with Bandura’s concept of self-efficacy. Studies by Bandura and 
associates (Bandura, Adams, & Beyer, 1977; Bandura, Adams, Hardy, & 
Howells, 1980) have shown that people’s behaviour is strongly influenced by 
their confidence in their ability to perform it, that is, by perceived self-efficacy. 
Self-efficacy beliefs can influence choice of activities and the effort expended 
during performance, as well as thought patterns (Ajzen, 1991; Bandura, 
1982; Bandura, 1991). In assessing perceived skills for behaviours that 
improve healthcare quality (N-RiHQQ), this study has tapped into students’ 
perceived self-efficacy or behavioural control. The focus group data also 
provided evidence of participants’ perceived behavioural control, or 
opportunity to perform the behaviour. Participants spoke about their clinical 
behaviours, providing examples of quality care they had delivered and 
feedback they had received affirming the quality of their care.   
Azjen states, “As a general rule, the more favourable the attitude and 
subjective norm with respect to a behaviour, and the greater the perceived 
behavioural control, the stronger should be an individual’s intention to 
perform the behaviour under consideration” (Ajzen, 1991, p. 188). Given a 
sufficient degree of actual control over the behaviour, people are expected to 
carry out their intentions when the opportunity arises (Lapkin et al., 2015). It 
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is evident that exploration of beliefs about capabilities and 
roles/responsibilities undertaken in the current study, has tapped into some of 
the variables or determinants of behavioural intention, which in turn, may 
predict behaviour. The TPB provides some confidence that recognition and 
acknowledgement of healthcare quality related responsibilities expressed by 
participants in this study can be translated into their clinical practice 
environments and TPB may be a useful framework for further research.  
9.5. Recommendations for Future Research 
Findings of this study have informed a number of recommendations 
for future research. Most importantly is the need to explore the factor 
structure and psychometric properties of the N-RiHQQ in a larger sample. 
Testing the instrument in different populations, for example postgraduate 
nursing samples from other universities, in undergraduate nursing 
populations and potentially in clinical settings will contribute to further 
validation. To further evaluate the validity of the instrument, the model, tested 
by factorial analysis using structural equation modelling in this study, will be 
tested using confirmatory factor analysis in future postgraduate critical care 
course student cohorts. 
 It would be valuable to conduct a trial to compare perceptions 
over time in nurses undertaking formal postgraduate study while in clinical 
practice, with those in clinical practice alone. Findings that support role 
maturation in those undertaking postgraduate study may lead to increased 
support, funding and prioritisation of formal postgraduate study opportunities 
as a further strategy to improve the quality of healthcare.  
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Collecting further ‘response process’ evidence of validity of the N-
RiHQQ, by questioning potential test takers from the intended test-taking 
population about their responses to items, may result in modifications to 
items to improve its construct and face validity. Including negatively worded 
items in future administrations of the N-RiHQQ may reduce the risk of 
response bias.  
There may be value in performing factor analysis with the H-PEPSS 
data to contribute to the validity and reliability of H-PEPSS given the revised 
wording used for the stem question, and the postgraduate sample used in 
this study. Changes in wording or administration in a substantially different 
population warrants review of the psychometric properties of an instrument to 
improve its utility.  
Finally, there is the potential for more sophisticated modelling work to 
determine the relationships between the variables of interest in this study. For 
example, do scores of students with lower learning readiness demonstrate 
less growth over time in their perceptions of their roles and responsibilities for 
quality healthcare than students with higher learning readiness? 
Understanding these relationships may direct curriculum interventions. 
9.6. Conclusions  
Nurses play a critical role in the provision of high quality healthcare. 
Their professional responsibilities encompass a broad range of practices and 
behaviours designed to ensure quality care. Postgraduate critical care 
education is an opportunity for nurses to further develop and accelerate 
acquisition of the knowledge, skills and behaviours needed; in particular, to 
reinforce and develop understanding of their roles and responsibilities related 
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to healthcare quality. In this study, a measurement tool was constructed to 
determine whether postgraduate critical care nurses mature in their thinking 
around their responsibilities and skills across key domains of quality. The N-
RiHQQ was developed based on a seven domain conceptual model 
describing nurses’ responsibilities in maintaining and improving healthcare 
quality systems and processes that address the multiple dimensions of 
quality in which nurses engage.  
A rigorous instrument development process led to a parsimonious five 
subscale questionnaire with acceptable psychometric properties, sensitivity 
to change over time, and demonstrated validity and reliability in the sample 
studied. The N-RiHQQ enabled measurement of nurses’ perceptions of their 
roles and skills in healthcare quality while undertaking postgraduate specialty 
education. However, it is an emerging instrument which now requires further 
testing to explore the factor structure and psychometric properties in a larger 
sample and in more diverse student populations.  
The results of the N-RiHQQ provide initial evidence that it is possible 
to measure role and skill perceptions and detect change over time. Students 
enrolled in specialist education matured in their perceptions of their 
responsibilities and skills for healthcare quality. Postgraduate education may 
have played a role in this development but it is likely that intrinsic and 
extrinsic factors, including personal and health service related factors, also 
may have impacted on role and skill perceptions over time. Future research 
is needed to determine whether this development is due to being immersed 
in the learning, culture, and experience of postgraduate study and practice 
through controlled trials.  
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Appendices 
Appendix A: The search strategy strings used for Stage 1 
Database Search string Search 
ID# 
Limiters Total 
number of 
papers  
reviewed 
by title and 
abstract  
Total 
number of 
papers 
reviewed 
by title and 
abstract 
after 
removal of 
duplicates 
Total number 
of papers 
excluded and 
rationale 
Full text 
articles 
assessed 
for 
eligibility 
Additional 
references 
from 
manual 
searches 
of 
reference 
lists of 
eligible 
articles 
assessed 
for 
eligibility 
Articles included 
in synthesis 
CINAHL 
Complete 
(((quality OR safe*) AND 
(care OR “health care” OR 
healthcare)) OR ((patient) 
N3(safe*))) AND ((nurse OR 
nurses OR nursing OR 
“health professional” OR 
clinician) N3 (role* OR 
responsibilit* OR 
competen*)) AND 
(Framework OR policy OR 
guideline OR model OR 
Nurse 
roles in 
quality 
CINAHL 
Complete 
Limiters - 
Peer 
Reviewed; 
Language: 
English; 
Human; 
2000-2014 
Search 
modes - 
Boolean/Phra
se 
1207 
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curriculum OR practice OR 
“education* outcome”) 
 
  
 
 
 
 
 
 
 
 
 
 
 
1176 
 
Records 
excluded (n = 
1131) 
• not relevant 
to the search  
• addressed 
advanced 
practice 
roles,  
• nurses’ 
roles or 
responsibilitie
s in specific 
disease 
management, 
• the nature 
of nursing 
 nurse 
sensitive 
indicators 
 
 
 
 
 
 
 
 
 
 
 
 
45 
 
 
 
 
 
 
 
 
 
 
 
 
8 
 
N = 15  
 
(Campbell et al., 
2000; Cronenwett 
et al., 2007; 
Cronenwett, 
Sherwood, & 
Gelmon, 2009; 
Cronenwett, 
Sherwood, Pohl, et 
al., 2009; 
Donabedian, 1980, 
1988, 2003; 
Goldenberg, 2012; 
Hall et al., 2008; 
Hines & Yu, 2009; 
Irvine et al., 1998; 
Mosadeghrad, 
2012; Scott et al., 
2014; Sherwood & 
Barnsteiner, 2012; 
Sherwood & 
Zomorodi, 2014) 
Medline 
Complete 
TI ( quality OR safe* OR 
"healthcare quality" OR 
"health care quality" ) AND 
( nurse OR nurses OR 
nursing OR “health 
professional” OR clinician ) 
AND ( role* OR responsibilit* 
OR competen* ) AND 
( framework OR policy OR 
guideline OR model OR 
curriculum OR practice OR 
“education* outcome” ) 
 
 
Nurse 
roles in 
quality 
Medline 
Complete 
Date of 
Publication: 
20000101-
20141231; 
English 
Language; 
Human  
Search 
modes - 
Boolean/Phra
se 
1447  
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Appendix B: Stage 2: Grey literature search using Google Advanced 
 
(Nurse OR nursing OR “health care professional” OR “healthcare 
professional” OR clinician) AND (role OR responsibility) AND (Framework 
OR policy OR standard OR guideline OR model OR curriculum) AND 
site:.gov.au OR site:.gov.org NOT -site:qld.gov.au OR -site:vic.gov.au OR –
site:.nsw.gov.au OR –site:.sa.gov.au OR –site:.tas.gov.au OR –
site:.nt.gov.au OR –site:.wa.gov.au OR –site:.act.gov.au  
Limiters: 1 Jan 2000 – 30 April 2014 
Searches of key Canadian, UK, USA and New Zealand health agency sites 
were also accessed.  
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Appendix C: Perspectives on healthcare quality: Synthesis of Stage 2 findings (expanded version) 
Organisation Document Frameworks / Domains / Characteristics / Performance 
dimensions 
1. National and international government frameworks, strategies and policies for quality and safety in healthcare 
Institute of 
Medicine and 
World Health 
Organisation  
 
 The IOM report, Crossing the 
Quality Chasm. A New Health 
System for the 21st Century (IOM, 
2001) and the WHO report, Quality 
of care: a process for making 
strategic choices in health system 
(WHO, 2006), suggest that a health 
system should seek to make 
improvements in six areas or 
dimensions of quality. 
Dimensions of quality 
 Safe 
 Effective 
 Patient centered 
 Timely 
 Efficient 
 Equitable 
Organisation for 
Economic Co-
operation and 
Development 
 
 Conceptual framework for the 
OECD Health Care Quality 
Indicators Project (Arah et al., 2006; 
Kelley & Hurst, 2006). Suggested 
performance dimensions for quality 
– most commonly used dimensions 
of OECD member countries  
Performance dimensions 
 Effectiveness 
 Safety 
 Responsiveness (patient centeredness) 
 Accessibility 
 Equity 
 Efficiency 
Australian 
Commission on 
Safety and Quality 
in Health Care 
 
 Australian Safety and Quality 
Framework for Health Care 
(ACSQHC, 2010). Describes a 
vision for safe and high-quality care 
for all Australians and sets out core 
principles needed to achieve this 
vision.  
Safe, high quality care is always:  
 Consumer centred 
 Driven by information 
 Organised for safety 
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Organisation Document Frameworks / Domains / Characteristics / Performance 
dimensions 
 Australian Safety and Quality Goals 
for Health Care (ACSQHC, 2012a). 
Sets out safety and quality 
challenges for Australia that would 
benefit from a coordinated national 
approach to improvement 2012-
2017 
 Safety of care: that people receive health care without 
experiencing preventable harm 
 Appropriateness of care: that people receive appropriate, 
evidence-based care 
 Partnering with consumers: that there are effective 
partnerships between consumers and healthcare providers 
and organisations at all levels of healthcare provision, 
planning and evaluation 
 National Safety and Quality Health 
Service Standards (ACSQHC, 
2012b). The Standards provide a 
nationally consistent and uniform set 
of measures of safety and quality for 
application across a wide variety of 
health care services. They propose 
evidence-based improvement 
strategies to deal with gaps between 
current and best practice outcomes 
that affect a large number of 
patients. 
 
The Standards address the following areas: 
• Governance for Safety and Quality in Health Service 
Organisations 
• Partnering with Consumers 
• A further 8 separate standards addressing specific areas of 
healthcare risk 
 
National Health 
Service England 
 What do we mean by high quality 
care? (National Health Service, 
2014b). Mission statement: A single 
common definition of quality which 
encompasses three equally 
important parts. 
 
 
 Care that is clinically effective- not just in the eyes of 
clinicians but in the eyes of patients themselves; 
 Care that is safe; and, 
 Care that provides as positive an experience for patients as 
possible 
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Organisation Document Frameworks / Domains / Characteristics / Performance 
dimensions 
 
2. National and international health professional safety and quality education – knowledge, skills and attitudes 
Institute for 
Healthcare 
Improvement  
 Knowledge domains for health 
professional students seeking 
competency in the continual 
improvement and innovation of 
health care (IHI, 1998). 
 
Knowledge domains: 
 Health care as process, system 
 Variation and measurement 
 Customer/beneficiary knowledge 
 Leading, following, and making changes in health care 
 Collaboration 
 Social context and accountability 
 Developing new locally useful knowledge 
 Professional subject matter 
Institute of 
Medicine  
 Health Professions Education: A 
Bridge to Quality (IOM, 2003). 
Proposed that students and working 
professionals must develop and 
maintain proficiency in five core 
areas:  
Proficiency: 
 Delivering patient-centered care 
• Working as part of interdisciplinary teams 
• Practicing evidence-based medicine 
• Focusing on quality improvement, and 
• Using information technology 
Australian Council 
for Safety and 
Quality in Health 
 The Australian Patient Safety 
Education Framework (ACoSQHC, 
2005). The Framework describes 
the knowledge, skills and 
behaviours that all health-care 
workers need to ensure safe patient 
care. It is designed to assist 
Knowledge, skills and behaviours: 
 Communication effectively 
 Using evidence 
 Adverse events 
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Organisation Document Frameworks / Domains / Characteristics / Performance 
dimensions 
organisations and health-care 
professionals to develop educational 
curricula and training programss. 
 Working safely 
 Being ethical 
 Learning and Teaching 
 Specific issues (med safety, wrong site etc.) 
Australian 
Commission on 
Safety and Quality 
in Health Care 
 
 Safety and Quality Improvement 
Guide Standard 1: Governance for 
Safety and Quality in Health Service 
Organisations (ACSQHC, 2012c). 
Role of clinicians in clinical governance 
• have a broad understanding of their responsibility for safety 
and quality in healthcare 
• follow safety and quality procedures 
• supervise and educate other members of the workforce 
• participate in the review of performance procedures 
individually, or as part of a team 
Canadian Patient 
Safety Institute 
 The Safety Competencies: 
Enhancing Patient Safety Across the 
Health Professions (Frank & Brien, 
2008). The framework describes the 
patient safety framework that 
identifies the knowledge, skills, and 
attitudes required by all health care 
professionals. The framework acts 
as a benchmark for training, 
education and assessing health care 
professionals in patient safety. 
Knowledge, skills and attitudes: 
 Contribute to a culture of patient safety 
 Work in teams for patient safety 
 Communicate effectively for patient safety 
 Manage safety risks 
 Optimise human and environmental factors 
 Recognise, respond to and disclose adverse events 
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Organisation Document Frameworks / Domains / Characteristics / Performance 
dimensions 
World Health 
Organisation  
 World Health Organisation Patient 
Safety Curriculum Guide: Multi-
professional edition (WHO, 2011). 
The curriculum guide is designed to 
assist effective capacity building in 
patient safety education by health 
care academic institutions. It 
includes recommended topics and 
resource materials for teaching and 
assessment of patient safety 
competencies.  
Recommended topics: 
 What is patient safety?  
 Why applying human factors is important for patient safety  
 Understanding systems and the effect of complexity on 
patient care  
 Being an effective team player 
 Learning from errors to prevent harm 
 Understanding and managing clinical risk 
 Using quality-improvement methods to improve care 
 Engaging with patients and carers 
 Infection prevention and control 
 Patient safety and invasive procedures 
 Improving medication safety 
American 
Association of 
Colleges of 
Nursing Quality 
and Safety 
 Quality and Safety Education for 
Nurses (AACN QSEN, 2012; 
Cronenwett et al., 2007). Adapted 
from the IOM competencies, the 
QSEN have developed educational 
objectives for safe and quality health 
care and have defined the 
Competency: 
 Patient-centered care 
 Teamwork and collaboration 
 Evidence-based practice 
 Quality Improvement 
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Organisation Document Frameworks / Domains / Characteristics / Performance 
dimensions 
Education for 
Nurses Consortium 
knowledge, skills and attitudes that 
should be developed in both 
undergraduate (prelicensure) and 
postgraduate (advanced practice) 
nursing students. 
 Safety 
 Informatics 
Health Workforce 
Australia 
 
 National Common Health Capability 
Resource: shared activities and 
behaviours in the Australian health 
workforce (HWA, 2012). Common 
behaviours needed within the 
workforce for the delivery of high 
quality care that accords with 21st 
century needs and expectations of 
consumers. Expressed under 
overarching domains of activity 
common to the Australian health 
workforce.  
Domains 
• Provision of care 
• Collaborative practice 
• Health values 
• Professional, ethical and legal approach  
• Life-long learning 
3. Professional nursing peak body performance standards and competencies 
International 
Council of Nurses  
Position Statements:  
 B05: Nursing research (ICN, 2007) 
 D04: Participation of nurses in 
health services decision making and 
policy development (ICN, 2008) 
 D05: Patient safety (ICN, 2012b) 
 B03: Cultural and linguistic 
competence (ICN, 2013a) 
 B07: Scope of practice (ICN, 2013b) 
These position statements outline nurses’ roles and 
responsibilities around these key elements of safe and high 
quality healthcare 
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Organisation Document Frameworks / Domains / Characteristics / Performance 
dimensions 
 The ICN Code of Ethics for Nurses 
(ICN, 2012a) 
Nursing and 
Midwifery Board of 
Australia  
 National competency standards for 
the registered nursea (NMBA, 2006). 
Core competency standards, 
organised into four domains, provide 
a framework for assessing 
competency. 
Domains of competency 
 Professional practice (“professional, legal and ethical 
responsibilities which require demonstration of a satisfactory 
knowledge base, accountability for practice, functioning in 
accordance with legislation affecting nursing and health care, 
and the protection of individual and group rights” pg. 2). 
 Critical thinking and analysis (“self-appraisal, professional 
development and the value of evidence and research for 
practice” pg. 2). 
 Provision and coordination of care (“coordination, 
organisation and provision of nursing care that includes the 
assessment of individuals/groups, planning implementation 
and evaluation of care” pg. 2).  
 Collaborative and therapeutic practice (“establishing, 
sustaining and concluding professional relationships with 
individuals/groups. This also contains the competencies that 
relate to nurses understanding their contribution to the 
interdisciplinary health care team” pg. 2). 
  Code of Professional Conduct for 
Nurses in Australia (NMBA, 2008) 
Sets the minimum standards for 
practice a professional person is 
expected to uphold both within and 
outside of professional domains in 
order to ensure the ‘good standing’ 
of the nursing profession. 
Code of Professional Conduct 
 Nurses practise in a safe and competent manner. 
 Nurses practise in accordance with the standards of the 
profession and broader health system. 
 Nurses practise and conduct themselves in accordance with 
laws relevant to the profession and practice of nursing. 
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Organisation Document Frameworks / Domains / Characteristics / Performance 
dimensions 
  Nurses respect the dignity, culture, ethnicity, values and 
beliefs of people receiving care and treatment, and of their 
colleagues. 
 Nurses treat personal information obtained in a professional 
capacity as private and confidential. 
 Nurses provide impartial, honest and accurate information in 
relation to nursing care and health care products. 
 Nurses support the health, wellbeing and informed decision-
making of people requiring or receiving care. 
 Nurses promote and preserve the trust and privilege inherent 
in the relationship between nurses and people receiving care. 
 Nurses maintain and build on the community’s trust and 
confidence in the nursing profession.  
 Nurses practise nursing reflectively and ethically. 
Nursing and 
Midwifery Board of 
Australia, the 
Australian College 
of Nursing and the 
Australian Nursing 
Federation 
 Code of Ethics for Nurses in 
Australia (NMBA, 2008). The Code 
outlines the nursing profession’s 
commitment to respect, promote, 
protect and uphold the fundamental 
rights of people who are both the 
recipients and providers of nursing 
and health care. 
 
Code of Ethics for Nurses 
 Nurses value quality nursing care for all people. 
 Nurses value respect and kindness for self and others. 
 Nurses value the diversity of people. 
 Nurses value access to quality nursing and health care for all 
people. 
 Nurses value informed decision-making. 
 Nurses value a culture of safety in nursing and health care. 
 Nurses value ethical management of information. 
 Nurses value a socially, economically and ecologically 
sustainable environment promoting health and wellbeing. 
Australian College of 
Critical Care Nurses  
 Competency Standards for 
Specialist Critical Care Nursesb 
(ACCCN, 2002).  
Practice Standards: 
Enabling 
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 1. Maintains a physical and psychosocial environment that 
promotes safety, security and optimal health 
2. Acts to enhance the dignity and integrity of individuals 
3. Facilitates informed decision-making by individuals 
4. Employs the skills of effective communication to guide and 
achieve optimal outcomes 
5. Effectively manages and coordinates the care of a variety of 
individuals 
6. Anticipates, plans for, and utilises human and physical 
resources 
7. Manages therapeutic interventions and regimes 
8. Integrates comprehensive patient assessment and 
interpretative skills to achieve optimal patient outcomes 
9.  Evaluates and responds effectively to changing situations 
10. Develops and manages a plan of care to achieve desired 
outcomes 
Professional Practice 
11. Functions in accordance with legislative and common law 
affecting critical care nursing practice  
12. Protects the rights of individuals in critical care settings 
13. Demonstrates account-ability for nursing practice 
14. Demonstrates and contributes to effective, ethical decision-
making 
Reflective practice 
15. Recognises own abilities and level of professional 
competence 
16. Engages in and contributes to evidence-based critical care 
practice 
Teamwork 
17. Collaborates with the critical care team to achieve desired 
outcomes 
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18. Creates a supportive environment for nursing colleagues 
and other members of the critical care team 
Leadership 
19. Acts to enhance the professional development of self and 
others  
20. Demonstrates effective leadership qualities in relationships 
 
College of 
Emergency Nurses 
Australasia  
 Australian Practice Standards for 
Emergency Nursing (CENA, 2013). 
The standards for the emergency 
nursing specialist identify areas of 
nursing practice and behaviours that 
articulate the unique characteristics 
of the speciality of emergency 
nursing. 
Domains: 
Clinical expertise: 
1.1 Provides a concise and timely assessment of the 
undiagnosed patient. 
1.2 Anticipates and instigates appropriate treatment and 
management strategies for multiple undifferentiated patients 
within a dynamic environment. 
1.3 Evaluates patient progress against predicted outcomes. 
1.4 Demonstrates the ability to coordinate the admission and/or 
discharge of patients with a variety of clinical needs. 
1.5 Demonstrates the ability to provide patient and family-
centred care. 
Communication: 
2.1 Provides effective communication with all members of the 
health care teams and external agencies. 
2.1 Provides effective communication with all members of the 
health care teams and external agencies. 
2.2 Communicates effectively with patient, family and support 
people. 
Teamwork: 
3.1 Performs effectively as a team member. 
3.2 Effectively leads a team to provide safe, quality patient care. 
3.3 Appropriately manages critical incidents and stressful 
situations. 
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Resources and environment: 
4.1 Practices to promote and maintain patient and staff safety. 
4.2 Effectively anticipates and provides appropriate human 
resources to promote optimal patient care. 
4.3 Utilises and manages material resources effectively and 
responsibly to promote optimal patient care. 
4.4 Demonstrates preparedness and response for major 
incidents and disasters. 
Professional development: 
5.1 Maintains own professional development. 
5.2 Contributes to the professional development of colleagues. 
5.3 Promotes the specialty of emergency nursing. 
Leadership: 
6.1 Demonstrates leadership that enables positive role 
modelling for nursing and other health professionals. 
6.2 Advocates for and provides consultancy in emergency 
nursing. 
6.3 Able to safely lead a team in caring for the at-risk patient. 
Legal: 
7.1 Complies with prevailing legislation and standards of best 
practice. 
Professional ethics: 
8.1 Functions within an ethical framework. 
Research and quality improvement: 
9.1 Demonstrates support for quality improvement within the 
emergency care environment. 
9.2 Utilises and supports the development of research within the 
emergency care environment. 
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European 
federation of 
Critical Care 
Nursing 
associations  
 EfCCNa Competencies for 
European Critical Care Nurses 
(2013) 
Domains 
1. Clinical Domain 
 Assessment and nursing diagnosis 
 Planning 
 Implementation 
 Evaluation 
2. Professional Domain 
 Complex decision making 
 Ethical and legal 
 Communication 
3. Managerial Domain 
 Unit management  
 Team management 
 Health and Safety 
 Quality Assurance 
4. Education and Development Domain 
 Personal development  
 Development of others 
 Evidence-based practice 
Critical Care 
National Network 
Nurse Leads 
Forum  
 National Competency Framework 
for Adult Critical Care Nurses 
(Critical Care National Network 
Nurse Leads Forum (CC3N)), 
There are 3 levels of competencies in 3 ‘steps’ ranging from 
Step 1 competencies applicable to a nurse beginning practice in 
critical care, to Step 2 & Step 3 designed to accompany post 
registration academic programss where ‘the learner’ will gain 
the necessary depth of related theory and knowledge. 
Step 2 competencies will allow the nurse to: 
• Demonstrate skilled performance in the activity with 
enhanced theoretical knowledge and understanding giving 
rationale for practice 
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• Demonstrate application of knowledge and understanding in 
relation to relevant policies, procedures and guidelines 
• Participate in problem solving through critical analysis and 
evaluation of more complex situations 
• Develop more varied critical care experience with minimum 
supervision and guidance, attaining competence in related 
knowledge and skills 
Step 3 competencies will allow the nurse to: 
• Demonstrate competent performance in all the activities 
specified without direct supervision based upon relevant 
evidenced based knowledge, intuition and established practice 
• Independently problem solve complex situations and offer 
solutions through critical analysis and evaluation 
• Supervise and instruct others in a range of activities related to 
their role and responsibilities 
• Apply knowledge, understanding and research to relevant 
policies, procedures and guidelines to critically analyse and 
improve practice 
Critical Care 
Nurses Section 
New Zealand 
Nurses 
Organisation 
 New Zealand Standards for 
Critical Care Nursing Practice 
(2014). These standards aim to 
promote professional nursing 
practice and provide a framework 
to guide critical care nurses on the 
knowledge, skills, judgement and 
attitudes required to practise 
safely and deliver quality patient-
focused care and outcomes in 
critical care settings.  
Standard One: Responsibility and Accountability  
 Critical care nurses are responsible and accountable for 
their practice. 
Critical care nurses: 
1.1 adhere to best practice while working within their scope of 
practice, based on current nursing knowledge, professional 
judgement, appropriate critical care education, clinical 
experience and competence; 
1.2 practise within relevant professional, ethical, legislated, 
organisational and service requirements; 
1.3 use competent clinical judgements to systematically plan, 
implement and evaluate care, based on a comprehensive 
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and holistic assessment of the patient, family/whānau, and 
the context of care; 
1.4 use knowledge and skills to continuously monitor and assess 
clinical situations, enabling early recognition and an 
appropriate response to changes in patient status; 
1.5 provide documentation that meets legal requirements that is 
systematic, comprehensive, clear, accurate, timely and 
relevant; 
1.6 act as a patient advocate responsible for the coordination 
and delivery of patient care that is safe, appropriate, 
effective, ethical and culturally safe; and 
1.7 participate in decision-making and actions that affect 
individual patient care, unit nursing practice and unit function. 
Standard Two: Evidence-based Practice/Nursing Specific 
Knowledge 
 Critical care nurses base practice on the best current 
evidence from nursing science, other sciences and 
humanities. 
Critical care nurses: 
2.1 know how and where to access and interpret information to 
provide safe, appropriate, evidence-based care; 
2.2 demonstrate and maintain competence in clinical and 
technical skills and application of knowledge appropriate to 
their role; 
2.3 use best current evidence from research and other credible 
sources to support practice, make practice decisions and 
participate in the development of practice standards and 
guidelines; 
2.4 articulate a sound, rational framework for practice 
assessment, planning, evaluation and reflection; 
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2.5 demonstrate respect and support for cultural values in 
developing and implementing nursing standards; 
2.6 support and foster a culture of learning, critical inquiry, 
quality improvement and research; and 
2.7 ensure research and quality improvement follow national, 
professional and organisational guidelines 
Standard Three: Relationships 
 Critical care nurses establish and maintain respectful, 
collaborative, therapeutic and professional relationships. 
Relationships include therapeutic nurse-patient/family 
whānau relationships and professional relationships with 
colleagues, health-care team members and employers. 
Critical care nurses: 
3.1 adhere to professional standards, behaviour and conduct in 
their relationships, as outlined in the Nursing Council of New 
Zealand Code of Conduct (2012); 
3.2 work in partnership with Tangata Whenua to ensure 
Mātauranga Māori2, beliefs and values are respected and 
upheld in the critical care environment; 
3.3 acknowledge patient, family/whānau and community 
expectations of care delivery and, in all interactions, use 
expertise to attend to the different ways people experience 
health, well-being, illness, disability, the environment, health-
care systems and other people; 
3.4 promote open honest communication and information 
sharing, with the patient and their family/whānau, as 
appropriate; 
3.5 respect the role of family/whānau and friends in caring and 
supporting the critically ill patient; 
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3.6 contribute to interdisciplinary discussions and family 
meetings, articulating a nursing perspective as a patient 
advocate; 
3.7 communicate and collaborate effectively with members of 
the health-care team to ensure safe, appropriate and timely 
care, continuity of care and appropriate referral and transfer 
of care; and 
3.8 enter into and maintain respectful partnerships with 
colleagues, students, multi-disciplinary team members and 
employers to ensure best practice standards are met and 
maintained. 
Standard Four: Continuing Competence 
 Critical care nurses are committed to maintaining 
competence through ongoing professional development. 
Critical care nurses: 
4.1 receive an individualised orientation program, which includes 
a mutually agreed supernumerary period, when employed to 
a new critical care setting; 
4.2 maintain and expand knowledge and skills required for 
competent practice and ongoing professional development; 
4.3 participate in an organisational professional development 
and recognition program (PDRP); 
4.4 engage in ongoing education to support all aspects of role 
development, e.g. clinical practice, management, education, 
leadership and research; 
4.5 are supported to attain a post-registration qualification in 
critical care or their unit specialty to meet professional and 
industry staffing standards, as stated in New Zealand 
Standards of Critical Care Nursing Education (CCNS, 2010) 
and New Zealand Standards for Critical Care Nurse Staffing 
(CCNS draft, 2014; Morley 2005); 
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4.6 demonstrate ongoing commitment to culturally safe practice; 
4.7 use reflection to critically analyse practice and evaluate care, 
identify any gaps in knowledge and take steps to address 
these; 
4.8 engage in peer feedback and review as part of ongoing 
professional development of self and colleagues; 
4.9 contribute to the education, mentorship and preceptorship of 
colleagues and students; and 
4.10 participate in professional bodies and relevant associated 
activities. 
Standard Five: Ethics 
 Critical care nursing faces unique ethical challenges due 
to the acute and complex health needs and treatments of 
the critically ill patient. Critical care nurses base their 
practice on a recognised code of ethics. The following 
statements are based on the NZNO Code of Ethics 
(2010), and the NZNO Standards of Practice (2012). 
Critical care nurses: 
5.1 uphold the values in the NZNO Code of Ethics (2010) 
namely: 
 Autonomy 
 Beneficence 
 Non maleficence 
 Justice 
 Confidentiality 
 Veracity 
 Fidelity 
 Guardianship of the environment and its resources 
 Being professional 
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5.2 integrate ethical principles and legal responsibilities into their 
practice; 
5.3 enable colleagues and students to address ethical issues 
within a supportive environment; 
5.4 promote and respect patient and family/whānau safety, 
privacy and dignity, and appropriately challenge healthcare 
practice which could compromise this; 
5.5 promote and respect informed decision-making; 
5.6 advocate for patients, in partnership with family/whānau, 
when a patient’s critical illness may prevent them from 
making informed choices; 
5.7 respect a patient’s right to live and die in dignity; 
5.8 advocate for optimal health care in partnership with patients, 
family/whānau, community, colleagues and employers; and 
5.9 demonstrate respect for the spiritual and cultural beliefs and 
values of patients, family/whānau and community. 
Standard Six: Leadership 
 Critical care nurses demonstrate leadership within their 
scope of practice by providing, facilitating and promoting 
the best possible care/service to the public. 
Critical care nurses: 
6.1 role model professional values, beliefs and attributes; 
6.2 advocate for patients, the workplace and the profession; 
6.3 provide leadership through formal and informal roles; 
6.4 provide direction and delegate, where appropriate, 
collaborate with, support, share knowledge and expertise 
with novices, students and other unregulated care providers, 
including health care assistants; 
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6.5 act as role models to collaborate with, support, inspire, share 
knowledge and expertise with colleagues, students, health 
professionals and others; 
6.6 are actively involved in planned and systematic practice 
change; 
6.7 take action to resolve conflict and manage challenging 
workplace behaviour; and 
6.8 participate in relevant interest groups, professional bodies 
and other committees. 
Standard Seven: Management of Resources 
 Critical care nurses manage resources efficiently and 
effectively to meet health needs. 
Critical care nurses: 
7.1 identify and manage nursing workforce needs to maintain 
appropriate staff levels and skill mix to ensure safe, effective 
patient care, and to uphold New Zealand Standards for 
Critical Care Nursing Staffing (CCNS draft, 2014; Morley, 
2005) and Minimum Standards for Intensive Care Units 
(CICM, 2011); 
7.2 participate in decision-making that affect health needs and 
resources, including financial resources; 
7.3 negotiate to obtain the resources necessary to support 
nursing practice, and make the best use of available 
resources for patient care; 
7.4 manage and support critical care nurses to undertake post-
registration professional development and access resources 
to attain post-registration qualifications in critical care or in 
the specialty of the unit; 
7.5 identify, document and report inadequate or unsafe 
resources and act to improve these; 
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7.6 participate in, facilitate and monitor the introduction of new 
equipment and technologies, and monitor and review use of 
existing resources, and respond to findings; and 
7.7 are involved in any structural review of critical care services, 
planned changes to the physical environment and future 
service planning. 
 
Canadian 
Association of 
Critical Care 
Nurses 
Standards for Critical Care Nursing 
Practice (2009) 
Standards for Practice 
1. Critical care nurses use advanced skills and specialized 
knowledge to continuously assess, monitor and manage 
patients for the promotion of optimal physiological balance. 
2. Critical care nurses promote and facilitate optimal comfort 
and well-being in a highly technological environment that is 
often unfamiliar to patients and families. 
3. Critical care nurses foster mutually beneficial partnerships 
with patients and families based on trust, dignity, respect, 
communication and collaboration. Family is defined by the 
patient. 
4. When providing care in a high risk environment, critical care 
nurses participate in safety initiatives and adhere to best 
practice. 
5. When life sustaining technologies are no longer beneficial, 
critical care nurses support patients and families through the 
transition from active treatment to a peaceful death. 
6. The critical care nurse promotes collaborative practice in 
which the contribution of the patient, family and each health 
care provider is solicited, acknowledged and valued in a non-
hierarchical manner. 
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7. Critical care nurses provide leadership by fostering a critical 
care culture conducive to collaboration, quality improvement, 
safety, professional growth and responsible resource 
utilization. 
a Since this search was undertaken and the model developed, the NMBA have released a new edition of practice standards 
(NMBA, 2016). b Since this search was undertaken and the model developed, the ACCCN have released a new edition of 
practice standards (ACCCN, 2016) 
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Appendix D: Literature search strategy and results for each of the domains and related constructs: Stage 4 
Domain 
 
Database Search string Search ID# Total 
number of 
papers  
reviewed 
by title 
and 
abstract  
Total 
number of 
suitable 
instruments 
Additional 
models/ 
frameworks or 
literature 
derived 
competencies 
Total 
informing 
elements 
Citations 
Promotion of Safety 
 CINAHL 
Complete 
safe* AND ( competenc* 
OR role* OR 
responsibilit* OR  skill 
OR knowledge) AND TI 
( measure* OR 
instrument OR tool OR 
scale OR questionnaire) 
AND nurs* 
Safety tools 
June 18 
CINAHL 
Complete 
102 
 
 
4 1 5 
(Ginsburg et 
al., 2012; 
Lee et al., 
2014; 
Okuyama et 
al., 2011; 
Piscotty et 
al., 2013; 
Schnall et 
al., 2008) 
MEDLINE 
Complete 
safe* AND ( competenc* 
OR role* OR 
responsibilit* OR skill* ) 
AND TI ( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND nurs* 
Safety tools 
June 18 
Medline 
Complete 
200 
 
Evidence Based Practice 
 CINAHL 
Complete 
nurs* AND AB 
( "evidence-based 
practice" OR "evidence 
based practice" ) AND TI 
( measure* OR 
EBP tools 
June 18 
CINAHL 
Complete 
27 3 1 4 
(Melnyk et 
al., 2014; 
Melnyk et 
al., 2008; 
Ruzafa-
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Domain 
 
Database Search string Search ID# Total 
number of 
papers  
reviewed 
by title 
and 
abstract  
Total 
number of 
suitable 
instruments 
Additional 
models/ 
frameworks or 
literature 
derived 
competencies 
Total 
informing 
elements 
Citations 
instrument OR tool OR 
scale OR questionnaire ) 
AND ( competenc* OR 
role* OR responsibilit* 
OR skill OR knowledge ) 
Martinez et 
al., 2013; 
Upton & 
Upton, 
2006; Yip 
Wai et al., 
2013) 
MEDLINE 
Complete 
nurs* AND TI 
( "evidence-based 
practice" OR "evidence 
based practice" ) AND TI 
( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND ( competenc* OR 
role* OR responsibilit* 
OR skill OR knowledge ) 
EBP tools 
June 18 
Medline 
36 
Medical / Technical Competence 
Informatics 
 
CINAHL 
Complete 
nurs* AND ( measure* 
OR instrument OR tool 
OR scale OR 
questionnaire ) AND 
( competenc* OR role* 
OR responsibilit* OR 
skill* OR knowledge ) 
AND ( informatic* OR 
digital literacy ) 
Informatics 
tools 
CINAHL 
Complete 
June 25 106 4 1 5 
(Choi & 
Bakken, 
2013; Hill et 
al., 2014; 
Hunter et 
al., 2013; 
Staggers et 
al., 2002; 
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Database Search string Search ID# Total 
number of 
papers  
reviewed 
by title 
and 
abstract  
Total 
number of 
suitable 
instruments 
Additional 
models/ 
frameworks or 
literature 
derived 
competencies 
Total 
informing 
elements 
Citations 
 MEDLINE 
Complete 
nurs* AND TI ( measure* 
OR instrument OR tool 
OR scale OR 
questionnaire ) AND 
( competenc* OR role* 
OR responsibilit* OR 
skill* OR knowledge ) 
AND ( informatic* OR 
digital literacy ) 
Informatics 
tools 
Medline 
Complete 
June 25 37 
Yoon et al., 
2009) 
Competency CINAHL 
Complete 
TI competen* AND TI 
( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND nurs* 
Competenc
e 
instruments 
CINAHL 
Complete 
July 2  
120 
7 1 8 
(Andrew et 
al., 2008; 
Cowan et 
al., 2008; 
Hsu & 
Hsieh, 
2009; 2013; 
Kajander-
Unkuri et 
al., 2013; 
Meretoja et 
al., 2004; 
Nilsson et 
al., 2014; 
Takase & 
Teraoka, 
2011) 
 MEDLINE 
Complete 
TI competenc* AND TI 
( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND nurs* 
Competenc
e tools 
Medline 
Complete 
July 2 
94 
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number of 
papers  
reviewed 
by title 
and 
abstract  
Total 
number of 
suitable 
instruments 
Additional 
models/ 
frameworks or 
literature 
derived 
competencies 
Total 
informing 
elements 
Citations 
Person Centred Care (includes cultural competence) 
 CINAHL 
Complete 
patient-centred care OR 
person-centred care OR 
patient-centered care OR 
person-centered care 
OR family-centred care 
OR family-centered 
care ) AND TI 
( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND ( competenc* OR 
role* OR responsibilit* 
OR skill* OR 
knowledge ) AND nurs*   
PCC tools 
Medline 
Complete 
June 2 
31 
5 3 8 
(Campinha-
Bacote, 
2002; 
Doorenbos 
et al., 2005; 
Kitson et 
al., 2013; 
McCormack 
& McCance, 
2006; Perng 
& Watson, 
2012; 
Schim et 
al., 2003; 
Sidani et 
al., 2014; 
Wu et al., 
2006) 
 MEDLINE 
Complete 
( patient-centred care 
OR person-centred care 
OR patient-centered care 
OR person-centered 
care OR family-centered 
care OR family-centred 
care ) AND TI 
( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
 
32 
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Database Search string Search ID# Total 
number of 
papers  
reviewed 
by title 
and 
abstract  
Total 
number of 
suitable 
instruments 
Additional 
models/ 
frameworks or 
literature 
derived 
competencies 
Total 
informing 
elements 
Citations 
AND ( competenc* OR 
role* OR responsibilit* 
OR skill* OR 
knowledge ) AND nurs* 
Positive Interpersonal Behaviours (includes professionalism)  
Teamwork 
 
CINAHL 
Complete 
teamwork AND 
( competenc* OR role* 
OR responsibilit* OR 
skill* OR knowledge ) 
AND ( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND nurs* 
Teamwork 
tools June 
18 CINAHL 
Complete 
28 
7 4 11 
(Bainbridge 
et al., 2010; 
Baumann & 
Kolotylo, 
2009; 
Clancy & 
Tornberg, 
2007; 
Gordon et 
al., 2012; 
Guise et al., 
2008; 
Kalisch et 
al., 2010; 
Keebler et 
al., 2014; 
Orchard et 
al., 2012; 
Salas et al., 
2005; 
MEDLINE 
Complete 
teamwork AND 
( competenc* OR role* 
OR responsibilit* OR 
skill* OR knowledge ) 
AND TI ( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND nurs* 
Teamwork 
tools June 
18 Medline 
Complete 
35 
Reflective 
Practice 
 
 
CINAHL 
Complete 
TI ( "reflective practice" 
OR 'reflect* ) AND AB 
( competenc* OR role* 
OR responsibilit* OR 
Refective 
practice 
tools June 
4 0 0 0 
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Database Search string Search ID# Total 
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papers  
reviewed 
by title 
and 
abstract  
Total 
number of 
suitable 
instruments 
Additional 
models/ 
frameworks or 
literature 
derived 
competencies 
Total 
informing 
elements 
Citations 
 
 
skill* OR knowledge ) 
AND TI ( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND AB nurs* 
18 CINAHL 
Complete  
Sigalet et 
al., 2013; 
Walker et 
al., 2011; 
Weller et 
al., 2011; 
Wright et 
al., 2013) 
Medline 
Complete 
TI ( "reflective practice" 
OR 'reflect* ) AND 
( competenc* OR role* 
OR responsibilit* OR 
skill* OR knowledge ) 
AND TI ( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND nurs* 
Reflective 
practice 
tools 
Medline 
Complete 
July 3 
13 
Clinical Leadership and Governance  
 CINAHL 
Complete 
competenc* OR role* OR 
responsibilit* OR skill OR 
knowledge ) AND TI 
( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND ( "clinical leader*" 
OR leader* OR 
governance OR "clinical 
governance" ) AND nurs* 
Clinical 
leadership 
CINAHL 
Complete 
July 3 
92 1 1 2 
(Mannix et 
al., 2013; 
Patrick et 
al., 2011) 
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Database Search string Search ID# Total 
number of 
papers  
reviewed 
by title 
and 
abstract  
Total 
number of 
suitable 
instruments 
Additional 
models/ 
frameworks or 
literature 
derived 
competencies 
Total 
informing 
elements 
Citations 
 MEDLINE 
Complete 
(competenc* OR role* 
OR responsibilit* OR skill 
OR knowledge ) AND TI 
( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND ( "clinical leader*" 
OR leader* OR 
governance OR "clinical 
governance" ) AND nurs* 
Clinical 
leadership 
Medline 
Complete 
July 3 
104 
Patient perceptions of quality  
 CINAHL 
Complete 
TI ( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND TI ( "patient* 
perception*" OR "patient* 
belief*" Or patient ) AND 
TI ( "health care quality" 
OR "quality of health 
care" OR quality ) AND 
TI nurs* 
Pt 
perceptions 
of quality 
tools July 4 
CINAHL 
Complete 
25 
3 1 4 
(Koerner, 
2000; Lynn 
et al., 
2007b; 
Sofaer & 
Firminger, 
2005; Wilde 
Larsson & 
Larsson, 
2002) 
 Medline 
Complete 
TI ( measure* OR 
instrument OR tool OR 
scale OR questionnaire ) 
AND TI ( "patient* 
Pt 
perceptions 
of quality 
tools 
14 
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Database Search string Search ID# Total 
number of 
papers  
reviewed 
by title 
and 
abstract  
Total 
number of 
suitable 
instruments 
Additional 
models/ 
frameworks or 
literature 
derived 
competencies 
Total 
informing 
elements 
Citations 
perception*" OR "patient* 
belief*" Or patient ) AND 
TI ( "health care quality" 
OR "quality of health 
care" OR quality ) AND 
TI nurs* 
Medline 
Complete 
July 4 
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Appendix E: Course Learning Outcomes (incorporating Deakin Graduate Learning Outcomes and AQF specifications) – Graduate Certificate 
(AQF 8) 
Example: Graduate Certificate of Nursing Practice (Intensive Care) 
Deakin Graduate 
Learning Outcomes 
AQF Graduate Certificate 
Descriptor 
AQF Level 8 (Graduate 
Certificate) Criteria* 
Discipline/ Professional 
Standards (ACCCN) 
Course Learning Outcomes 
(CLOs) 
Minimum Standards 
(relating to CLOs) 
 
1. Discipline-specific 
knowledge and 
capabilities: 
appropriate to the level 
of study related to a 
discipline or 
profession. 
Knowledge: specialised 
knowledge within a systematic 
and coherent body of 
knowledge that may include 
the acquisition and application 
of knowledge and skills in a 
new or existing discipline or 
professional area. 
Skills: specialised technical 
and creative skills in a field of 
highly skilled and/or 
professional practice 
Application of knowledge and 
skills: will demonstrate the 
application of knowledge and 
skills: 
to make high level, 
independent judgements in a 
range of technical or 
management functions in 
varied specialised contexts 
to initiate, plan, implement and 
evaluate broad functions within 
varied specialised technical 
and/or creative contexts 
Knowledge: advanced 
theoretical and technical 
knowledge in one or 
more disciplines or areas 
of practice. 
Application of knowledge 
and skills: apply 
knowledge and skills to 
demonstrate autonomy, 
well-developed 
judgement, adaptability 
and responsibility as a 
practitioner or learner. 
ENABLING 
1 Maintains a physical and 
psychosocial environment 
that promotes safety, 
security and optimal health 
2 Acts to enhance the 
dignity and integrity of 
individuals 
3 Facilitates informed 
decision-making by 
individuals 
4 Employs the skills of 
effective communication to 
guide and achieve optimal 
outcomes 
5 Effectively manages and 
coordinates the care of a 
variety of individuals 
6 Anticipates, plans for, and 
utilises human and physical 
resources 
7 Manages therapeutic 
interventions and regimes 
 
CLINICAL PROBLEM 
SOLVING 
8 Integrates comprehensive 
patient assessment and 
Demonstrate safe, high 
quality clinical decision 
making and psychomotor 
skills commensurate with 
specialty intensive care 
nursing theoretical 
knowledge, evidence-based 
practices and person-
centred care. 
Demonstrate 
autonomous and 
collaborative clinical 
practice and 
decision making that 
delivers safe, high 
quality patient care 
consistent with the 
Australian College 
of Critical Care 
Nurses (ACCCN) 
Competency 
Standards for 
Specialist Critical 
Care Nurses.  
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Deakin Graduate 
Learning Outcomes 
AQF Graduate Certificate 
Descriptor 
AQF Level 8 (Graduate 
Certificate) Criteria* 
Discipline/ Professional 
Standards (ACCCN) 
Course Learning Outcomes 
(CLOs) 
Minimum Standards 
(relating to CLOs) 
 
interpretative skills to 
achieve optimal patient 
outcomes 
9 Evaluates and responds 
effectively to changing 
situations 
10 Develops and manages 
a plan of care to achieve 
desired outcomes 
 
PROFESSIONAL 
PRACTICE 
11 Functions in accordance 
with legislative and common 
law affecting critical care 
nursing practice 
12 Protects the rights of 
individuals in critical care 
settings 
13 Demonstrates 
accountability for nursing 
practice 
14 Demonstrates and 
contributes to effective, 
ethical decision-making 
 
REFLECTIVE PRACTICE 
15 Recognises own abilities 
and level of professional 
competence 
16 Engages in and 
contributes to   evidence-
based critical care practice 
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Deakin Graduate 
Learning Outcomes 
AQF Graduate Certificate 
Descriptor 
AQF Level 8 (Graduate 
Certificate) Criteria* 
Discipline/ Professional 
Standards (ACCCN) 
Course Learning Outcomes 
(CLOs) 
Minimum Standards 
(relating to CLOs) 
 
 
TEAMWORK 
17 Collaborates with the 
critical care team to achieve 
desired outcomes 
18 Creates a supportive 
environment for nursing 
colleagues and other 
members of the critical care 
team 
 
LEADERSHIP 
19 Acts to enhance the 
professional development of 
self and others 
20 Demonstrates effective 
leadership qualities in 
relationships 
2. Communication: 
using oral, written 
and interpersonal 
communication to 
inform, motivate and 
effect change.  
Skills:  
communication skills to 
demonstrate an understanding 
of theoretical concepts 
communication skills to 
transfer complex knowledge 
and ideas to a variety of 
audiences. 
Skills: advanced 
cognitive, technical and 
communication skills to 
select and apply 
methods and 
technologies to: 
analyse, generate and 
transmit solutions to 
complex problems 
transmit knowledge, 
skills and ideas to 
others. 
 
3 Facilitates informed 
decision-making by 
individuals 
4 Employs the skills of 
effective communication to 
guide and achieve optimal 
outcomes 
16 Engages in and 
contributes to   evidence-
based critical care practice 
 
Demonstrate verbal, written 
and interpersonal 
communication skills using 
discipline-specific language 
and lay-terms necessary to 
assess and interpret data, 
convey ideas, develop 
plans of care and 
implement therapeutic 
interventions to ensure the 
delivery of high quality, safe 
nursing care to intensive 
care patients.   
Communicate in a 
clear, accurate and 
timely manner to 
establish and 
maintain 
constructive 
professional and 
therapeutic 
relationships 
consistent with 
ACCCN 
Competency 
Standards for 
Specialist Critical 
Care Nurses. 
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Deakin Graduate 
Learning Outcomes 
AQF Graduate Certificate 
Descriptor 
AQF Level 8 (Graduate 
Certificate) Criteria* 
Discipline/ Professional 
Standards (ACCCN) 
Course Learning Outcomes 
(CLOs) 
Minimum Standards 
(relating to CLOs) 
 
3. Digital literacy: 
using technologies 
to find, use and 
disseminate 
information. 
Skills:  
communication skills to 
demonstrate an understanding 
of theoretical concepts 
communication skills to  
transfer complex knowledge 
and ideas to a variety of 
audiences  
specialised technical and 
creative skills in a field of 
highly skilled and/or 
professional practice. 
Skills: advanced 
cognitive, technical and 
communication skills to 
select and apply 
methods and 
technologies to: 
analyse critically, 
evaluate and transform 
information to complete 
a range of activities  
analyse, generate and 
transmit solutions to 
complex problems 
transmit knowledge, 
skills and ideas to 
others. 
16 Engages in and 
contributes to   evidence-
based critical care practice 
Use appropriate 
technologies to locate 
authorative discipline-
specific information and 
justify the selection of this 
information; and 
demonstrate the ability to 
evaluate, synthesise and 
disseminate the information 
to members of the 
multidisciplinary health 
team, and intensive care 
patients in an ethical and 
professional manner. 
 
 
  
Use technology to 
source, store, 
disseminate and 
manage knowledge 
and data to mitigate 
error, and support 
decision making 
consistent with 
ACCCN 
Competency 
Standards for 
Specialist Critical 
Care Nurses. 
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Deakin Graduate 
Learning Outcomes 
AQF Graduate Certificate 
Descriptor 
AQF Level 8 (Graduate 
Certificate) Criteria* 
Discipline/ Professional 
Standards (ACCCN) 
Course Learning Outcomes 
(CLOs) 
Minimum Standards 
(relating to CLOs) 
 
4. Critical thinking: 
evaluating 
information using 
critical and analytical 
thinking and 
judgment. 
Skills:  
cognitive skills to review, 
analyse, consolidate, and 
synthesise knowledge and 
identify and provide solutions 
to complex problems  
cognitive skills to think critically 
and to generate and evaluate 
complex ideas. 
Application of knowledge and 
skills: will demonstrate the 
application of knowledge and 
skills: 
to make high-level, 
independent judgements in a 
range of technical or 
management functions in 
varied specialised contexts 
to initiate, plan, implement and 
evaluate broad functions within 
varied specialised technical 
and/or creative contexts. 
Skills: advanced 
cognitive, technical and 
communication skills to 
select and apply 
methods and 
technologies to: 
analyse critically, 
evaluate and transform 
information to complete 
a range of activities  
analyse, generate and 
transmit solutions to 
complex problems. 
Application of knowledge 
and skills: apply 
knowledge and skills to 
demonstrate autonomy, 
well-developed 
judgement, adaptability 
and responsibility as a 
practitioner or learner. 
3 Facilitates informed 
decision-making by 
individuals 
6 Anticipates, plans for, and 
utilises human and physical 
resources 
7 Manages therapeutic 
interventions and regimes 
8 Integrates comprehensive 
patient assessment and 
interpretative skills to 
achieve optimal patient 
outcomes 
9 Evaluates and responds 
effectively to changing 
situations 
Identify, synthesise, analyse 
and critically evaluate 
complex data from patient 
and technologically-derived 
sources to inform decision 
making that delivers safe, 
high quality intensive care 
nursing in order to promote 
optimal patient outcomes. 
Accurately identify, 
synthesise, analyse 
and critically 
evaluate complex 
data from patient 
and technologically-
derived sources to 
inform decision 
making consistent 
with ACCCN 
Competency 
Standards for 
Specialist Critical 
Care Nurses. 
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Deakin Graduate 
Learning Outcomes 
AQF Graduate Certificate 
Descriptor 
AQF Level 8 (Graduate 
Certificate) Criteria* 
Discipline/ Professional 
Standards (ACCCN) 
Course Learning Outcomes 
(CLOs) 
Minimum Standards 
(relating to CLOs) 
 
5. Problem solving: 
creating solutions to 
authentic (real world 
and ill-defined) 
problems. 
Skills:   
cognitive skills to review, 
analyse, consolidate, and 
synthesise knowledge and 
identify and provide solutions 
to complex problems  
cognitive skills to think critically 
and to generate and evaluate 
complex ideas 
specialised technical and 
creative skills in a field of 
highly skilled and/or 
professional practice. 
Application of knowledge and 
skills: will demonstrate the 
application of knowledge and 
skills: 
to make high level, 
independent judgements in a 
range of technical or 
management functions in 
varied specialised contexts 
to initiate, plan, implement and 
evaluate broad functions within 
varied specialised technical 
and/or creative contexts. 
Skills: advanced 
cognitive,  technical and 
communication skills to 
select and apply 
methods and 
technologies to: 
analyse critically, 
evaluate and transform 
information to complete 
a range of activities  
analyse, generated and 
transmit solutions to 
complex problems. 
Application of knowledge 
and skills: apply 
knowledge and skills to 
demonstrate autonomy, 
well-developed 
judgement, adaptability 
and responsibility as a 
practitioner or learner. 
5 Effectively manages and 
coordinates the care of a 
variety of individuals 
6 Anticipates, plans for, and 
utilises human and physical 
resources 
7 Manages therapeutic 
interventions and regimes 
8 Integrates comprehensive 
patient assessment and 
interpretative skills to 
achieve optimal patient 
outcomes 
9 Evaluates and responds 
effectively to changing 
situations 
10 Develops and manages 
a plan of care to achieve 
desired outcomes 
16 Engages in and 
contributes to   evidence-
based critical care practice 
 
Effectively apply specialised 
nursing knowledge and 
skills to routine, complex 
and ill-structured problems 
in intensive care settings to 
achieve optimal patient 
outcomes. 
 
  
 
 
Accurately 
anticipates and 
averts potential 
problems, and 
responds 
appropriately to 
emergent problems 
to manage clinical 
risk, promote patient 
safety and achieve 
optimal patient 
outcomes consistent 
with ACCCN 
Competency 
Standards for 
Specialist Critical 
Care Nurses. 
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Deakin Graduate 
Learning Outcomes 
AQF Graduate Certificate 
Descriptor 
AQF Level 8 (Graduate 
Certificate) Criteria* 
Discipline/ Professional 
Standards (ACCCN) 
Course Learning Outcomes 
(CLOs) 
Minimum Standards 
(relating to CLOs) 
 
6. Self-management: 
working and learning 
independently, and 
taking responsibility 
for personal actions. 
Application of knowledge and 
skills: will demonstrate the 
application of knowledge and 
skills: 
with responsibility and 
accountability for personal 
outputs and all aspects of the 
work or function of others 
within broad parameters. 
Application of knowledge 
and skills: apply 
knowledge and skills to 
demonstrate autonomy, 
well-developed 
judgement, adaptability 
and responsibility as a 
practitioner or learner. 
3 Facilitates informed 
decision-making by 
individuals 
10 Develops and manages 
a plan of care to achieve 
desired outcomes 
15 Recognises own abilities 
and level of professional 
competence 
16 Engages in and 
contributes to   evidence-
based critical care practice 
19 Acts to enhance the 
professional development of 
self and others 
20 Demonstrates effective 
leadership qualities in 
relationships 
 
Demonstrate personal 
autonomy, leadership, 
clinical judgement, 
professionalism, 
responsibility, 
accountability, and 
reflection as a specialist 
intensive care nurse.  
 
 
 
 
Display self-
management 
attributes through 
personal autonomy, 
leadership, clinical 
judgement, 
professionalism, 
responsibility, 
accountability, 
ongoing 
professional self-
development and 
reflection consistent 
with ACCCN 
Competency 
Standards for 
Specialist Critical 
Care Nurses. 
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Deakin Graduate 
Learning Outcomes 
AQF Graduate Certificate 
Descriptor 
AQF Level 8 (Graduate 
Certificate) Criteria* 
Discipline/ Professional 
Standards (ACCCN) 
Course Learning Outcomes 
(CLOs) 
Minimum Standards 
(relating to CLOs) 
 
7. Teamwork: working 
and learning with 
others from different 
disciplines and 
backgrounds. 
The AQF is silent on this. The AQF is silent on 
this. 
3 Facilitates informed 
decision-making by 
individuals 
5 Effectively manages and 
coordinates the care of a 
variety of individuals 
17 Collaborates with the 
critical care team to achieve 
desired outcomes 
18 Creates a supportive 
environment for nursing 
colleagues and other 
members of the critical care 
team 
20 Demonstrates effective 
leadership qualities in 
relationships 
 
Establish and maintain 
collaborative professional 
respectful relationships 
demonstrating 
professionalism, open 
communication, leadership, 
responsibility and 
accountability to the 
multidisciplinary team, 
patients and carers.  
 
 
 
Practise effectively 
within 
multidisciplinary 
intensive care 
teams, to deliver 
safe, high quality 
patient care that 
incorporates patient 
and/or carer 
preferences 
consistent with 
ACCCN 
Competency 
Standards for 
Specialist Critical 
Care Nurses.  
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Deakin Graduate 
Learning Outcomes 
AQF Graduate Certificate 
Descriptor 
AQF Level 8 (Graduate 
Certificate) Criteria* 
Discipline/ Professional 
Standards (ACCCN) 
Course Learning Outcomes 
(CLOs) 
Minimum Standards 
(relating to CLOs) 
 
8. Global citizenship: 
engaging ethically 
and productively in 
the professional 
context and with 
diverse communities 
and cultures in a 
global context. 
Application of knowledge and 
skills: will demonstrate the 
application of knowledge and 
skills: 
with responsibility and 
accountability for personal 
outputs and all aspects of the 
work or function of others 
within broad parameters. 
(Note: the AQF descriptor does 
not relate specifically and 
directly to global citizenship, 
however the above mentioned 
may be indirectly related to 
engagement within a 
professional context and/or 
within diverse communities and 
cultures by way of its link to 
responsibility for all aspects of 
work or function of others.) 
Application of knowledge 
and skills: apply 
knowledge and skills to 
demonstrate autonomy, 
well-developed 
judgement, adaptability 
and responsibility as a 
practitioner or learner. 
(Note: the AQF criteria 
for Level 8 do not relate 
specifically and directly 
to global citizenship, 
however the above 
mentioned criteria may 
be indirectly related to 
ethical engagement via 
the reference to 
‘responsibility’.)  
2 Acts to enhance the 
dignity and integrity of 
individuals 
11 Functions in accordance 
with legislative and common 
law affecting critical care 
nursing practice 
12 Protects the rights of 
individuals in critical care 
settings 
13 Demonstrates 
accountability for nursing 
practice 
14 Demonstrates and 
contributes to effective, 
ethical decision-making 
 
 
Display accountability for, 
and sound professional 
judgement in, behaviours 
that uphold ethical and legal 
principles of practice within 
diverse social, cultural and 
environmental contexts. 
 
  
Practise 
professional 
judgement and 
behaviours within 
diverse social, 
cultural and 
environmental 
contexts with 
consideration for 
patient preferences, 
values and needs 
consistent with 
ACCCN 
Competency 
Standards for 
Specialist Critical 
Care Nurses. 
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Appendix F: Examples of assessments designed to develop quality and safety knowledge, skills and attributes 
Activity Description of the learning activity Example topics: Relevant quality domain Examples of outcomes that 
directly demonstrate 
development of quality and 
safety KSAs 
Assessment:  
 
Protocol 
review 
Students are required to critique their hospital 
policy on a current practice issue against the 
evidence for that practice. They are expected 
to pursue opportunities to inform policy review 
in their practice environments  
 Central line insertion and 
management 
 Blood cultures  
 Sepsis management 
 Chest pain management 
 Evidence-based 
practice 
 Clinical leadership and 
governance 
 Medical / technical 
competence 
 Many submit their reviews to 
hospital policy committees, 
resulting in hospital policy 
changes that reflect current 
evidence-based practice 
guidelines. 
 Student publication in peer 
reviewed journal (Sprogis, 
2014) 
Assessment:  
 
Annotated 
bibliography 
Students are required to identify a nursing 
practice issue associated with one of the 
Australian national standards, write an 
annotated bibliography, and reflect on the 
implications of these findings for their practice 
area 
 Pressure area care  
 Medication safety 
 Consumer participation  
 Evidence-based 
practice 
 Promotion of safety 
 Medical / technical 
competence 
 Students often bring about 
practice change as a direct 
result of this assessment task. 
For example, in 2014, the 
interventional cardiology 
students at one major 
metropolitan tertiary hospital 
advocated for the purchase of 
evidence-based pressure 
relieving mattresses for their 
practice area.  
Assessment:  
 
Presentation 
Day 
Students are required to select and research a 
clinical practice question, submit an abstract 
for feedback, then present their research 
findings at a mock professional conference day 
to fellow students, hospital educators and 
 Topics include clinical and 
professional practice issues 
 Evidence-based 
practice,  
 Clinical leadership  
 Students present their 
research findings in their 
clinical environments. 
Students have submitted their 
abstracts to professional 
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Activity Description of the learning activity Example topics: Relevant quality domain Examples of outcomes that 
directly demonstrate 
development of quality and 
safety KSAs 
representatives of professional special interest 
groups. They are also required to provide 
formal feedback to other students 
 Interpersonal 
relationships and 
behaviours 
 Medical / technical 
competence  
conferences and successfully 
presented.  
Assessment: 
 
Clinical 
competency 
Students are assessed in the clinical 
environment using specialty skill 
competencies, and a Clinical Performance 
Appraisal tool based on ACCCN’s 
Competency Standards for Specialist Critical 
Care Nurses, specifying the domains of 
enabling, clinical problem solving, professional 
practice, reflective practice, teamwork and 
leadership (ACCCN, 2002).  
 
Specialty skill examples: 
 Haemodynamic monitoring 
 Advanced ventilation 
 Transport of a critically ill 
patient 
 Pacing 
 Advanced cardiac life 
support 
 Renal replacement therapies 
Generic competency: 
 Assessment and 
management  
 Clinical Performance 
Appraisal tool 
 
 Evidence-based 
practice,  
 Clinical leadership  
 Interpersonal 
relationships and 
behaviours 
 Medical / technical 
competence  
 Demonstration of satisfactory 
performance in the clinical 
domains specified in the 
ACCCN Competency 
Standards is a hurdle 
requirement for each unit of 
the course.   
Team-Based 
Learning 
 Phase 1: pre-learning using instructor 
provided resources or direction informed by 
clear intended learning outcomes. 
  Phase 2: the readiness assurance 
process – individual, then team MCQ test 
of the topic’s core concepts  
Specialty practice topics : 
For example: 
 Advanced haemodynamics,  
 Principles of shock,  
 Arterial blood gases 
 Trauma 
 Medical / Technical 
competence  
 Evidence-based 
practice,  
 Higher student engagement; 
student perceptions of 
(Currey, Eustace, et al., 2015; 
Currey, Oldland, et al., 2015) 
 Increased capacity to critically 
analyse complex clinical 
Appendices 
439 
 
Activity Description of the learning activity Example topics: Relevant quality domain Examples of outcomes that 
directly demonstrate 
development of quality and 
safety KSAs 
 Phase 3: the team apply knowledge 
acquired and demonstrated through 
Phases 1 and 2 to a number of authentic 
problems (applications). Teams must make 
a specific choice and simultaneously report 
their team’s answer at which point the 
teacher facilitates an inter-team discussion. 
This phase promotes a vigorous discussion 
with students defending or refining their 
position in response to inter-team debate.  
 Phase 4: Formative and summative 
peer evaluation of each team member’s 
contribution and team behaviours promotes 
depth of knowledge, problem solving skills, 
and positive personal and team behaviours  
 
 Glycaemic derangements 
 
 Interpersonal 
relationships and 
behaviours 
 Leadership  
 
 
information and provide 
rationales for care; willingness 
and capacity to advocate for 
patients; accelerated teaching 
behaviours in the clinical 
environment (Oldland et al., 
2012). 
 Mastery of specialist 
knowledge; confidence in 
knowledge, problem solving 
and rationales for practice 
decisions; and improved 
patient advocacy, 
multidisciplinary 
communication skills and peer 
mentorship (Oldland et al., 
2017) 
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Appendix G: Composite questionnaire (2015-2016) Point 1 
 
 
Master of Nursing Practice (Critical Care Suite) 
 
Course expectations and beliefs 
At the beginning of every course we routinely ask students to respond to a few questions about 
their reasons for undertaking the course and their expectations. This helps the team understand 
the student group, and plan and deliver a course that meets students’ needs.  
 
1. What are your reasons for doing the course? 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
2. What do you hope to learn?  
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
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_____________________________________________________________________________
_____________________________________________________________________________ 
3. Describe the skills and knowledge you believe a student of a critical care course should 
have developed by the end of the course.  
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
4. Characteristics commonly used to describe a critical care nurse who delivers high quality 
care are ‘knowledgeable’, ‘skilled’, ‘confident’ and ‘experienced’. What other characteristics 
do you believe are necessary for high quality care? 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
5. What do you expect to experience this year in terms of your learning and professional 
growth?  
_____________________________________________________________________________
_____________________________________________________________________________
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_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
As part of a research project, we are seeking your permission to use these anonymous 
responses for research purposes as explained in the plain language statement (PLS) circulated 
with this document.  
If you give permission for these anonymous written statements to be used for research 
purposes, please tick the box below.  
 
 
 
In addition, if you are willing to contribute to the research project explained in class and 
in the Plain Language Statement circulated with this document, please continue with the 
questionnaire on the following pages.  
 
Your participation is greatly appreciated and will contribute to developing 
evidence for curriculum and clinical practice by ensuring graduates are equipped to 
deliver quality health care. 
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Please do not write your name on this document. Instead, please use a code. This code will enable us 
to link your responses over time. Because the responses you provide in this survey are anonymous, we 
will not be able to identify any individual. So you can remember your unique code for the next survey, your 
code should be the first 3 letters of your mother’s first name and the first three letters of your father’s first 
name in that order. For example, if my parents’ names are Susan and John, my code would be ‘susjoh’. 
CODE:   ____________________ 
In this section we ask you to provide some basic information about yourself to enable a general description 
of the whole group of students. 
Age in years:  _____ 
Gender: Male   /  Female   
How long have you worked as a registered nurse after your initial nursing registration? 
    Years ___   Months   ___ 
How long have you worked as a registered nurse in any specialty critical care area (ED, ICU, 
Coronary care, Critical care)?   Years  ___   Months  ___ 
 
Course enrolment: (please circle)   Current hospital employment (please circle) 
      
 
Intensive care     Public  
Cardiac care     Private 
Emergency care 
Critical care     And 
       Metropolitan/Urban 
       Regional 
       Rural 
 
Completed Qualifications (not including current enrolment): 
  
Certificate 1V or Diploma for Enrolled Nurse registration  
Overseas Diploma of Nursing for RN registration  
Hospital certificate (for initial registration as a Division 1 RN – pre 1995)  
Bachelor of Nursing   
Honours degree  
Preregistration Masters of Nursing/Nursing Science  
Graduate certificate   
Graduate diploma   
Master’s degree  
Non nursing degree  
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There are five sections to this questionnaire.  
 
1. Approaches to learning  
We all approach learning and formal study differently. We are interested in how 
you perceive yourself as a learner. 
 
2. Responsibilities in health care 
This section explores your beliefs about quality related practice issues and 
whether you believe you have the skills to meet these responsibilities 
 
3. Patient safety  
Busy working days sometimes make it difficult to keep up with safety related 
policies and practices. We are interested to hear how confident you feel about your 
understanding of these safety related issues. 
 
4. Safety culture 
Safety culture refers to the overall climate in providing safe care for patients. We 
would like to explore how you feel about the safety culture in your workplace.  
 
5. Patient and family-centred care 
This section asks about patient and family-centred care in your current 
workplace as it is now. You are also asked how important these aspects are to you. 
 
 
Please note, throughout this survey, we have used the generic term “critical care nurse’ to 
represent nurses working in high acuity specialist environments (intensive care, cardiac care, 
emergency care, critical care).  
 
To ensure this research is as thorough, complete and robust as possible, please record a 
response to every item. 
 
PLEASE ENSURE YOU HAVE INCLUDED A CODE NAME ON THE PREVIOUS PAGE.  
 
THANK YOU FOR PARTICIPATING IN THIS RESEARCH AND CONTRIBUTING TO THE 
DEVELOPMENT OF EVIDENCE FOR PRACTICE. 
 
YOUR TIME AND CONTRIBUTION IS GREATLY APPRECIATED. 
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Section 1; Approaches to learning4 
 
We all approach learning and formal study differently. We are interested in how you perceive yourself 
as a learner. 
 
 
Please indicate the degree you believe each item reflects your own 
characteristics by circling the number that best describes your level of 
agreement with the statement 
1 = Strongly disagree 
2 = Disagree 
3 = Unsure 
4 = Agree 
5 = Strongly agree 
 S
tr
on
gl
y 
di
sa
gr
ee
 
D
is
ag
re
e 
U
ns
ur
e 
A
gr
ee
 
S
tr
on
gl
y 
ag
re
e 
1. I solve problems using a plan  1 2 3 4 5 
2. I prioritise my work  1 2 3 4 5 
3. I do not manage my time well  1 2 3 4 5 
4. I have good management skills  1 2 3 4 5 
5. I set strict time frames  1 2 3 4 5 
6. I prefer to plan my own learning  1 2 3 4 5 
7. I am systematic in my learning  1 2 3 4 5 
8. I am able to focus on a problem 1 2 3 4 5 
9. I need to know why  1 2 3 4 5 
10. I critically evaluate new ideas 1 2 3 4 5 
11. I prefer to set my own learning goals  1 2 3 4 5 
12. I learn from my mistakes 1 2 3 4 5 
13. I am open to new ideas  1 2 3 4 5 
14. When presented with a problem I cannot resolve, I will ask for assistance 1 2 3 4 5 
15. I am responsible  1 2 3 4 5 
16. I like to evaluate what I do  1 2 3 4 5 
17. I have high personal expectations  1 2 3 4 5 
18. I have high personal standards  1 2 3 4 5 
19. I have high beliefs in my abilities  1 2 3 4 5 
20. I am aware of my own limitations  1 2 3 4 5 
21. I am confident in my ability to search out information  1 2 3 4 5 
22. I do not enjoy studying  1 2 3 4 5 
23. I have a need to learn  1 2 3 4 5 
24. I enjoy a challenge  1 2 3 4 5 
25. I want to learn new information  1 2 3 4 5 
26. I enjoy learning new information  1 2 3 4 5 
27. I set specific times for my study  1 2 3 4 5 
                                            
 
4 Fisher, M., King, J., & Tague, G. (2001). Development of a self-directed learning readiness scale for nursing education. Nurse Education 
Today, 21(7), 516-525. doi: http://dx.doi.org/10.1054/nedt.2001.0589 
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Please indicate the degree you believe each item reflects your own 
characteristics by circling the number that best describes your level of 
agreement with the statement 
1 = Strongly disagree 
2 = Disagree 
3 = Unsure 
4 = Agree 
5 = Strongly agree 
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28. I am self-disciplined  1 2 3 4 5 
29. I like to gather the facts before I make a decision  1 2 3 4 5 
30. I am disorganised  1 2 3 4 5 
31. I am logical  1 2 3 4 5 
32. I am methodical  1 2 3 4 5 
33. I evaluate my own performance 1 2 3 4 5 
34. I prefer to set my own criteria on which to evaluate my performance 1 2 3 4 5 
35. I am responsible for my own decisions/actions  1 2 3 4 5 
36. I can be trusted to pursue my own learning 1 2 3 4 5 
37. I can find out information for myself  1 2 3 4 5 
38. I like to make decisions for myself  1 2 3 4 5 
39. I prefer to set my own goals  1 2 3 4 5 
40. I am not in control of my life 1 2 3 4 5 
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Section 2: Responsibilities for health care. This section explores various aspects of health care and 
the responsibilities and skills you believe you have as a registered nurse.  
 
Part A - For this section, we are interested in whether you believe the action in each 
statement is your responsibility. 
 
Please circle the number that matches your level of 
agreement with each item.  
1 = Strongly disagree 
2 = Disagree 
3 = Agree 
4 = Strongly agree 
5 = Don’t know 
 
Please note, the response options here are different from 
the preceding questions. 
 
“AS A REGISTERED NURSE, IT IS MY 
RESPONSIBILITY TO ….” 
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48. to find evidence-based guidelines to inform my 
practice 
1 2 3 4 5 
49. to update evidence-based practice guidelines in my 
unit 
1 2 3 4 5 
50. to develop policy and procedural guidelines about 
clinical issues in my unit 
1 2 3 4 5 
51. to initiate changes in policy and procedural guidelines 
about clinical practice in my unit 
1 2 3 4 5 
52. to employ efficient and effective search strategies to 
address clinical or health system practice problems 
1 2 3 4 5 
53. to use quality improvement methods to address gaps 
in evidence based guidelines 
1 2 3 4 5 
54. to build consensus among key stakeholders in my 
unit using knowledge of effective change strategies to 
create evidence-based care 
1 2 3 4 5 
55. to lead and coordinate the resources for change that 
support evidence-based practice 
1 2 3 4 5 
56. to implement care practices based on strength of 
available evidence 
1 2 3 4 5 
57. to participate in designing organisational systems that 
support evidence-based practice 
1 2 3 4 5 
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Please circle the number that matches your level of 
agreement with each item.  
1 = Strongly disagree 
2 = Disagree 
3 = Agree 
4 = Strongly agree 
5 = Don’t know 
 
Please note, the response options here are different from 
the preceding questions. 
 
“AS A REGISTERED NURSE, IT IS MY 
RESPONSIBILITY TO ….” 
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58. to participate in the design of clinical decision support 
(CDS) systems (e.g., alerts and reminders in 
electronic health records) 
1 2 3 4 5 
59. to access and evaluate high quality electronic sources 
of health care information 
1 2 3 4 5 
60. to analyse clinical audit data 1 2 3 4 5 
61. to feedback clinical audit data to staff 1 2 3 4 5 
62. to understand how hospitals are funded 1 2 3 4 5 
63. to understand how hospital performance is measured 1 2 3 4 5 
64. to understand the best staff allocation / work models 
for my unit 
1 2 3 4 5 
65. to measure nurse sensitive outcomes in my unit 1 2 3 4 5 
66. to use quality indicators and benchmarks for 
improving system processes and outcomes in my unit 
1 2 3 4 5 
67. to participate in analysis of databases as sources of 
information for improving patient care in my unit 
1 2 3 4 5 
68. to participate in the ethical oversight of continuous 
quality improvement projects in  my unit 
1 2 3 4 5 
69. to continuously assess and monitor my own efforts to 
be patient-centered 
1 2 3 4 5 
70. to be aware of my patients’ health literacy 1 2 3 4 5 
71. to address conflict in my relationships with other 
health care professionals 
1 2 3 4 5 
72. to reflect on my practice and make changes when I 
see room for improvement 
1 2 3 4 5 
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Please circle the number that matches your level of 
agreement with each item.  
1 = Strongly disagree 
2 = Disagree 
3 = Agree 
4 = Strongly agree 
5 = Don’t know 
 
Please note, the response options here are different from 
the preceding questions. 
 
“AS A REGISTERED NURSE, IT IS MY 
RESPONSIBILITY TO ….” 
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73. to speak up when I see something unsafe 1 2 3 4 5 
74. to actively seek feedback about my own performance 1 2 3 4 5 
75. to act as a preceptor / mentor for new staff 1 2 3 4 5 
76. to be involved in research projects under supervision 
in my unit 
1 2 3 4 5 
77. to document variations from agreed guidelines (for 
example, care plans)  
1 2 3 4 5 
78. to manage conflict with other non-nursing members of 
the health care team 
1 2 3 4 5 
79. to tell my colleagues about areas of their practice that 
need development 
1 2 3 4 5 
80. to participate in research in my clinical area 1 2 3 4 5 
81. to participate in root cause analysis meetings after a 
workplace event that led to patient harm in my unit 
1 2 3 4 5 
82. to organise patient care to meet patient and family 
preferences 
1 2 3 4 5 
83. to explain to families my patient’s condition  1 2 3 4 5 
84. to explain to families my nursing assessment and 
management 
1 2 3 4 5 
85. to make sure my patients get the food they like 1 2 3 4 5 
86. to include family members in the care of my patient if 
acceptable to the patient (e.g. hygiene care) 
1 2 3 4 5 
87. to ensure families are present on ward rounds if the 
patient / family wishes  
1 2 3 4 5 
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Please circle the number that matches your level of 
agreement with each item.  
1 = Strongly disagree 
2 = Disagree 
3 = Agree 
4 = Strongly agree 
5 = Don’t know 
 
Please note, the response options here are different from 
the preceding questions. 
 
“AS A REGISTERED NURSE, IT IS MY 
RESPONSIBILITY TO ….” 
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88. to actively seek the participation of family members in 
patient care 
1 2 3 4 5 
89. to ensure my patients and / or their families are aware 
of my hospital’s mission statement / core business 
1 2 3 4 5 
90. to be sure that the care I am giving in my unit is 
based on best evidence  
1 2 3 4 5 
91. to have a good understanding of the anatomy and 
physiology underlying my patient’s assessment 
findings and management strategies 
1 2 3 4 5 
92. to have a good working knowledge of all the 
treatments my patient receives 
1 2 3 4 5 
93. to participate in planning changes to workspaces in 
my unit 
1 2 3 4 5 
94. to identify and implement safety solutions 1 2 3 4 5 
95. to anticipate and manage high risk situations 1 2 3 4 5 
96. to communicate lapses in hand hygiene compliance 
to staff in my unit 
1 2 3 4 5 
97. to communicate lapses in falls risk assessment or 
treatment to other staff in my unit 
1 2 3 4 5 
98. to suggest improvements that would reduce error in 
my unit  
1 2 3 4 5 
99. to fill out an incident report every time there is an 
error, even if there was no adverse event 
1 2 3 4 5 
100. to access existing resources to design and implement 
improvements in practice in my unit (e.g., National 
Safety and Quality Health Service Standards) 
1 2 3 4 5 
101. to promote standardised systems that reduce reliance 
on memory (e.g. handover tools, electronic 
medication chart) 
1 2 3 4 5 
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Please circle the number that matches your level of 
agreement with each item.  
1 = Strongly disagree 
2 = Disagree 
3 = Agree 
4 = Strongly agree 
5 = Don’t know 
 
Please note, the response options here are different from 
the preceding questions. 
 
“AS A REGISTERED NURSE, IT IS MY 
RESPONSIBILITY TO ….” 
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102. to participate in the selection, design, implementation 
and evaluation of information systems I use in my 
practice 
1 2 3 4 5 
103. to understand the role of environmental factors such 
as work flow, ergonomics, and resources, that effect 
patient safety 
1 2 3 4 5 
104. to collect data from patients about whether they are 
satisfied with their health care experience  
1 2 3 4 5 
105. to critically appraise original research and evidence 
summaries related to my area of practice 
1 2 3 4 5 
106. to tell my patient when an error has occurred whether 
or not there was an adverse event 
1 2 3 4 5 
107. to be a member of a ward / unit committees (for 
example, clinical audit, education, risk management) 
1 2 3 4 5 
108. to initiate in-service education sessions in my unit 1 2 3 4 5 
109. to lead quality improvement projects in my unit 1 2 3 4 5 
110. to collect clinical audit data 1 2 3 4 5 
111. to implement change in response to clinical audit data 1 2 3 4 5 
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Part B – For this section, we are interested in whether you believe you have the skills to carry 
out the action in each item 
 
Please circle the number that matches your level of 
agreement with each item.  
1 = Strongly disagree 
2 = Disagree 
3 = Agree 
4 = Strongly agree 
5 = Don’t know 
 
“AS A REGISTERED NURSE, I HAVE THE 
SKILLS TO ….” 
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112. to find evidence-based guidelines to inform my 
practice 
1 2 3 4 5 
113. to update evidence-based practice guidelines in my 
unit 
1 2 3 4 5 
114. to develop policy and procedural guidelines about 
clinical issues in my unit 
1 2 3 4 5 
115. to initiate changes in policy and procedural 
guidelines about clinical practice in my unit 
1 2 3 4 5 
116. to employ efficient and effective search strategies to 
address clinical or health system practice problems 
1 2 3 4 5 
117. to use quality improvement methods to address 
gaps in evidence based guidelines 
1 2 3 4 5 
118. to build consensus among key stakeholders in my 
unit using knowledge of effective change strategies 
to create evidence-based care 
1 2 3 4 5 
119. to lead and coordinate the resources for change that 
support evidence-based practice 
1 2 3 4 5 
120. to implement care practices based on strength of 
available evidence 
1 2 3 4 5 
121. to participate in designing organisational systems 
that support evidence-based practice 
1 2 3 4 5 
122. to participate in the design of clinical decision 
support (CDS) systems (e.g., alerts and reminders 
in electronic health records) 
1 2 3 4 5 
123. to access and evaluate high quality electronic 
sources of health care information 
1 2 3 4 5 
124. to analyse clinical audit data 1 2 3 4 5 
125. to feedback clinical audit data to staff 1 2 3 4 5 
126. to understand how hospitals are funded 1 2 3 4 5 
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Please circle the number that matches your level of 
agreement with each item.  
1 = Strongly disagree 
2 = Disagree 
3 = Agree 
4 = Strongly agree 
5 = Don’t know 
 
“AS A REGISTERED NURSE, I HAVE THE 
SKILLS TO ….” 
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127. to understand how hospital performance is 
measured 
1 2 3 4 5 
128. to understand the best staff allocation / work models 
for my unit 
1 2 3 4 5 
129. to measure nurse sensitive outcomes in my unit 1 2 3 4 5 
130. to use quality indicators and benchmarks for 
improving system processes and outcomes in my 
unit 
1 2 3 4 5 
131. to participate in analysis of databases as sources of 
information for improving patient care in my unit 
1 2 3 4 5 
132. to participate in the ethical oversight of continuous 
quality improvement projects in  my unit 
1 2 3 4 5 
133. to continuously assess and monitor my own efforts 
to be patient-centered 
1 2 3 4 5 
134. to be aware of my patients’ health literacy 1 2 3 4 5 
135. to address conflict in my relationships with other 
health care professionals 
1 2 3 4 5 
136. to reflect on my practice and make changes when I 
see room for improvement 
1 2 3 4 5 
137. to speak up when I see something unsafe 1 2 3 4 5 
138. to actively seek feedback about my own 
performance 
1 2 3 4 5 
139. to act as a preceptor/ mentor for new staff 1 2 3 4 5 
140. to be involved in research projects under 
supervision in my unit 
1 2 3 4 5 
141. to document variations from agreed guidelines (for 
example, care plans)  
1 2 3 4 5 
142. to manage conflict with other non-nursing members 
of the health care team 
1 2 3 4 5 
143. to tell my colleagues about areas of their practice 
that need development 
1 2 3 4 5 
144. to participate in research in my clinical area 1 2 3 4 5 
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Please circle the number that matches your level of 
agreement with each item.  
1 = Strongly disagree 
2 = Disagree 
3 = Agree 
4 = Strongly agree 
5 = Don’t know 
 
“AS A REGISTERED NURSE, I HAVE THE 
SKILLS TO ….” 
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145. to participate in root cause analysis meetings after a 
workplace event that led to patient harm in my unit 
1 2 3 4 5 
146. to organise patient care to meet patient and family 
preferences 
1 2 3 4 5 
147. to explain to families my patient’s condition  1 2 3 4 5 
148. to explain to families my nursing assessment and 
management 
1 2 3 4 5 
149. to make sure my patients get the food they like 1 2 3 4 5 
150. to include family members in the care of my patient 
if acceptable to the patient (e.g. hygiene care) 
1 2 3 4 5 
151. to ensure families are present on ward rounds if the 
patient / family wishes  
1 2 3 4 5 
152. to actively seek the participation of family members 
in patient care 
1 2 3 4 5 
153. to ensure my patients and / or their families are 
aware of my hospital’s mission statement / core 
business 
1 2 3 4 5 
154. to be sure that the care I am giving in my unit is 
based on best evidence  
1 2 3 4 5 
155. to have a good understanding of the anatomy and 
physiology underlying my patient’s assessment 
findings and management strategies 
1 2 3 4 5 
156. to have a good working knowledge of all the 
treatments my patient receives 
1 2 3 4 5 
157. to participate in planning changes to workspaces in 
my unit 
1 2 3 4 5 
158. to identify and implement safety solutions 1 2 3 4 5 
159. to anticipate and manage high risk situations 1 2 3 4 5 
160. to communicate lapses in hand hygiene compliance 
to staff in my unit 
1 2 3 4 5 
161. to communicate lapses in falls risk assessment or 
treatment to other staff in my unit 
1 2 3 4 5 
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Please circle the number that matches your level of 
agreement with each item.  
1 = Strongly disagree 
2 = Disagree 
3 = Agree 
4 = Strongly agree 
5 = Don’t know 
 
“AS A REGISTERED NURSE, I HAVE THE 
SKILLS TO ….” 
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162. to suggest improvements that would reduce error in 
my unit  
1 2 3 4 5 
163. to fill out an incident report every time there is an 
error, even if there was no adverse event 
1 2 3 4 5 
164. to access existing resources to design and 
implement improvements in practice in my unit (e.g., 
National Safety and Quality Health Service 
Standards) 
1 2 3 4 5 
165. to promote standardised systems that reduce 
reliance on memory (e.g. handover tools, electronic 
medication chart) 
1 2 3 4 5 
166. to participate in the selection, design, 
implementation and evaluation of information 
systems I use in my practice 
1 2 3 4 5 
167. to understand the role of environmental factors such 
as work flow, ergonomics, and resources, that effect 
patient safety 
1 2 3 4 5 
168. to collect data from patients about whether they are 
satisfied with their health care experience  
1 2 3 4 5 
169. to critically appraise original research and evidence 
summaries related to my area of practice 
1 2 3 4 5 
170. to tell my patient when an error has occurred 
whether or not there was an adverse event 
1 2 3 4 5 
171. to be a member of a ward/unit committees (for 
example, clinical audit, education, risk 
management) 
1 2 3 4 5 
172. to initiate in-service education sessions in my unit 1 2 3 4 5 
173. to lead quality improvement projects in my unit 1 2 3 4 5 
174. to collect clinical audit data 1 2 3 4 5 
175. to implement change in response to clinical audit 
data 
1 2 3 4 5 
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Section 3: Patient safety issues5   
 
Busy working days sometimes make it difficult to keep up with safety related policies and practices. We 
are interested to hear how confident you feel about your understanding of these safety related issues. 
Each statement is prefaced by “I feel confident in what I know and understand about........” Please 
circle a number to indicate your level of agreement with each statement.  
 
Please note, the response options here are different from the preceding questions. 
 
 
1 = Strongly disagree 
2 = Disagree 
3 = Neutral 
4 = Agree 
5 = Strongly agree 
6 = Don’t know 
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CLINICAL SAFETY: I feel confident in what I know and understand about......  
184. hand hygiene 1 2 3 4 5 6 
185. infection control 1 2 3 4 5 6 
186. safe medication practices 1 2 3 4 5 6 
187. safe clinical practice in general 1 2 3 4 5 6 
WORKING IN TEAMS WITH OTHER HEALTH PROFESSIONALS: I feel confident in what I know and 
understand about...... 
 
188. team dynamics and authority/power conflict 1 2 3 4 5 6 
189. managing inter-professional conflict 1 2 3 4 5 6 
190. debriefing and supporting team members after an adverse event 1 2 3 4 5 6 
191. engaging patients as a central participant in the health care team 1 2 3 4 5 6 
192. sharing authority, leadership, and decision-making  1 2 3 4 5 6 
193. encouraging team members to speak up, question, challenge, advocate 
and be accountable as appropriate to address safety issues  
1 2 3 4 5 6 
COMMUNICATING: I feel confident in what I know and understand about......  
194. enhancing patient safety through clear and consistent communication 
with patients 
1 2 3 4 5 6 
195. enhancing patient safety through effective communication with other 
health providers 
1 2 3 4 5 6 
                                            
 
5 Extract from Ginsburg, Liane, Castel, Evan, Tregunno, Deborah, & Norton, Peter G. (2012). The H-PEPSS: an instrument to measure health 
professionals' perceptions of patient safety competence at entry into practice. BMJ Quality & Safety, 21(8), 676-684. 
http://qualitysafety.bmj.com/content/21/8/676.abstract doi:10.1136/bmjqs-2011-000601 
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1 = Strongly disagree 
2 = Disagree 
3 = Neutral 
4 = Agree 
5 = Strongly agree 
6 = Don’t know 
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196. effective verbal  and nonverbal communication abilities to prevent 
adverse events 
1 2 3 4 5 6 
MANAGING SAFETY RISKS: I feel confident in what I know and understand about......  
197. recognising routine situations in which safety problems may arise  1 2 3 4 5 6 
198. identifying and implementing safety solutions  1 2 3 4 5 6 
199. anticipating and managing high risk situations 1 2 3 4 5 6 
UNDERSTANDING HUMAN AND ENVIRONMENTAL FACTORS: I feel confident in what I know and 
understand about...... 
 
200. the role of human factors, such as fatigue, that effect patient safety 1 2 3 4 5 6 
201. safe application of health technology 1 2 3 4 5 6 
202. the role of environmental factors such as work flow, ergonomics, 
resources, that effect patient safety 
1 2 3 4 5 6 
RECOGNISE, RESPOND TO AND DISCLOSE ADVERSE EVENTS AND CLOSE CALLS: I feel 
confident in what I know and understand about...... 
 
203. recognising an adverse event or close call 1 2 3 4 5 6 
204. reducing harm by addressing immediate risks for patients and others 
involved 
1 2 3 4 5 6 
205. disclosing an adverse event to the patient 1 2 3 4 5 6 
206. participating in timely event analysis, reflective practice and planning in 
order to prevent recurrence 
1 2 3 4 5 6 
CULTURE OF SAFETY: I feel confident in what I know and understand about......  
207. the ways in which health care is complex and has many vulnerabilities 
(e.g. workplace design, staffing technology, human interactions) 
1 2 3 4 5 6 
208. the importance of having a questioning attitude and speaking up when 
you see things that may be unsafe 
1 2 3 4 5 6 
209. the importance of a supportive environment that encourages patient and 
providers to speak up when they have safety concerns 
1 2 3 4 5 6 
210. the nature of systems (e.g. aspects of the organisation, management, or 
the work environment including policies, resources, communication and 
other processes) and system failures and their role in adverse events  
1 2 3 4 5 6 
AUSTRALIAN COMMISSION FOR SAFETY AND QUALITY IN HEALTH CARE (ACSQHC): I feel 
confident in what I know and understand about...... 
 
211. the three core principles of the ACSQHC framework (2010) 1 2 3 4 5 6 
212. the 2012 goals of the ACSQHC framework 1 2 3 4 5 6 
213. the ten ACSQHC National Safety and Quality Health Service Standards 1 2 3 4 5 6 
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Section 4:  Safety culture in your current workplace6 
 
Safety climate or culture refers to the overall climate in providing safe care for patients. We would like 
to explore how you feel about the safety culture in your workplace. This section asks about the 
safety climate in your current workplace, not as you would like it to be. Please circle a number to 
indicate your level of agreement for each statement. Your responses are anonymous and confidential.  
 
Please circle a number to indicate your level of agreement with each statement.  
1 = Disagree strongly 
2 = Disagree slightly 
3 = Neutral 
4 = Agree slightly 
5 = Agree strongly D
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214. Nurse input is well received in this critical care unit. 1 2 3 4 5 
215. In this critical care unit, it is difficult to speak up if I perceive a problem with patient 
care.  
1 2 3 4 5 
216. Disagreements in this critical care unit are resolved appropriately (i.e., not who is 
right but what is best for the patient). 
1 2 3 4 5 
217. I have the support I need from other personnel to care for my patients. 1 2 3 4 5 
218. It is easy for personnel in this critical care unit to ask questions when there is 
something they don’t understand.  
1 2 3 4 5 
219. The medical and nursing staff work here together as a well-coordinated team.  1 2 3 4 5 
220. I would feel safe being treated here as a patient. 1 2 3 4 5 
221. Medical errors7 are handled appropriately in this critical care unit. 1 2 3 4 5 
222. I know the proper channels to direct questions regarding patient safety in this critical 
care unit. 
1 2 3 4 5 
223. I receive appropriate feedback about my performance. 1 2 3 4 5 
224. In this critical care unit it is difficult to discuss errors.  1 2 3 4 5 
225. I am encouraged by my colleagues to report any safety concerns I may have.  1 2 3 4 5 
226. The culture in this critical care unit makes it easy to learn from the errors of others. 1 2 3 4 5 
227. I like my job. 1 2 3 4 5 
228. Working in this hospital is like being part of a large family.  1 2 3 4 5 
229. This hospital is a good place to work. 1 2 3 4 5 
230. I am proud to work at this hospital 1 2 3 4 5 
231. Morale in this critical care unit is high. 1 2 3 4 5 
232. When my workload becomes excessive, my performance is impaired. 1 2 3 4 5 
233. I am less effective at work when fatigued. 1 2 3 4 5 
234. I am more likely to make errors in tense or hostile situations.  1 2 3 4 5 
235. Fatigue impairs my performance during emergency situations (e.g. emergency 
resuscitation, seizure). 
1 2 3 4 5 
236. Hospital administration supports my daily efforts.  1 2 3 4 5 
237. Hospital management does not knowingly compromise the safety of patients. 1 2 3 4 5 
238. This hospital deals constructively with problem personnel.  1 2 3 4 5 
                                            
 
6 Sexton, John B., Helmreich, Robert L., Neilands, Torsten B., Rowan, Kathy, Vella, Keryn, Boyden, James, . . . Thomas, Eric J. (2006). The 
Safety Attitudes Questionnaire: psychometric properties, benchmarking data, and emerging research. BMC Health Services Research, 6, 44-44. 
https://med.uth.edu/chqs/surveys/safety-attitudes-and-safety-climate-questionnaire 
7 Medical error is defined as any mistake in the delivery of care, by any healthcare professional, regardless of the outcome.  
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239. I am provided with adequate, timely information about events in the hospital that 
might affect my work.  
1 2 3 4 5 
240. The levels of staffing in this critical care unit are sufficient to handle the number of 
patients. 
1 2 3 4 5 
241. This hospital does a good job of training new personnel.  1 2 3 4 5 
242. All the necessary information for diagnostic and therapeutic decisions is routinely 
available to me.  
1 2 3 4 5 
243. Trainees in my discipline are adequately supervised.  1 2 3 4 5 
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Section 5. Patient and Family-Centred Care8 
 
This section asks about patient and family-centred care in your current workplace as it is now. You are 
also asked how important these aspects are to you.  
 
Part A – This section asks about patient and family-centred care in 
your current workplace, not as you would like it to be. 
Please circle a number to indicate your level of agreement 
for each statement. 
 
Part A   
“IN MY CURRENT 
WORKPLACE.......” 
 Part B 
 “HOW 
IMPORTANT IS 
THIS TO YOU” 
Part B: – The section is about how important different elements of 
patient and family-centred care are to you. Please circle a 
number to indicate how important each statement is for 
you 
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LEADERSHIP  
244. My hospital’s commitment to patient-centered care is 
formally and consistently communicated with patients, 
families, staff, and leadership (e.g. mission statement, core 
values). 
 
1 2 3 4 5  1 2 3 4 
245. Leaders of my unit, through their words and actions, 
consistently convey that the patient’s and family’s experience 
of care matters, that it is important to quality, safety, and the 
best outcomes. 
1 2 3 4 5  1 2 3 4 
246. Leaders of the unit, through their words and actions, 
encourage and support all staff in practicing patient- and 
family-centred care. 
1 2 3 4 5  1 2 3 4 
PHILOSOPHY OF CARE 
247. The unit has clearly stated principles or values guiding how 
care will be provided and what is expected regarding the 
experience of care (e.g., philosophy of care, vision, mission, 
and/or values statements). 
1 2 3 4 5  1 2 3 4 
248. The philosophy of care is shared with patients and families in 
a variety of ways (e.g., patient and family hand book, 
admission materials, hospital/unit web page, in-house 
television programming) 
1 2 3 4 5  1 2 3 4 
249. Patient and family-centred care is discussed at orientation to 
my unit.  
1 2 3 4 5  1 2 3 4 
250. Patient and family-centred care is regularly reinforced through 
performance appraisal.  
1 2 3 4 5  1 2 3 4 
PATIENTS AND FAMILIES AS LEADERS AND ADVISORS 
251. Patients and family members participate as 
members on hospital committees.  
 
1 2 3 4 5  1 2 3 4 
                                            
 
8 Institute for Patient and Family Centered Care. (2008). Patient and Family-Centered Care Adult Intensive Care: A Self-Assessment Inventory. 
http://www.ipfcc.org/resources/other/index.html 
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Part A – This section asks about patient and family-centred care in 
your current workplace, not as you would like it to be. 
Please circle a number to indicate your level of agreement 
for each statement. 
 
Part A   
“IN MY CURRENT 
WORKPLACE.......” 
 Part B 
 “HOW 
IMPORTANT IS 
THIS TO YOU” 
Part B: – The section is about how important different elements of 
patient and family-centred care are to you. Please circle a 
number to indicate how important each statement is for 
you 
S
tr
on
gl
y 
di
sa
gr
ee
 
D
is
ag
re
e 
A
gr
ee
 
S
tr
on
gl
y 
ag
re
e 
D
o 
no
t k
no
w
 
 N
ot
 im
po
rt
an
t a
t a
ll 
N
ot
 im
po
rt
an
t 
im
po
rt
an
t 
V
er
y 
im
po
rt
an
t 
252. Patients and families who experienced care in the unit are 
trained and supported to provide peer support to other 
families in my unit. 
1 2 3 4 5  1 2 3 4 
253. Patients and families are involved in staff orientation and 
continuing education for the unit. 
1 2 3 4 5  1 2 3 4 
254. There is a staff member assigned to serve as a liaison for 
collaborative endeavours with patients and families. 
1 2 3 4 5  1 2 3 4 
PATTERNS OF CARE 
255. Family members are not viewed as visitors; they are always 
welcome to be present and fully participate in care in 
accordance with patient preference. 
1 2 3 4 5  1 2 3 4 
256. Staff acknowledge the individuality, culture, capacity, and 
abilities of each patient and family. 
1 2 3 4 5  1 2 3 4 
257. Staffing patterns promote continuity of care for patients and 
families. 
1 2 3 4 5  1 2 3 4 
258. Families can remain with patients, in accordance with patient 
preference, during handover. 
1 2 3 4 5  1 2 3 4 
259. During medical and nursing rounds, in accordance with 
patient preference, families can choose to remain with the 
patient. 
1 2 3 4 5  1 2 3 4 
260. During rounds or handovers, in accordance with patient 
preference, families can choose to actively participate. 
1 2 3 4 5  1 2 3 4 
261. Patients’ choices, about whether to have family members 
present are respected and supported during such situations 
as examinations and procedures. 
1 2 3 4 5  1 2 3 4 
262. Staff ask patients and families about their observations, goals, 
and priorities and incorporate these in the care plan. 
1 2 3 4 5  1 2 3 4 
263. Staff collaborate with the patient and family in assessment 
and management of pain. 
1 2 3 4 5  1 2 3 4 
264. Communication among patients, families, and staff is ongoing 
and offered in a variety of formats (e.g., chart, email, bulletin 
boards at patient’s bedside, pagers, telephone contact). 
1 2 3 4 5  1 2 3 4 
There is open disclosure by staff with the patient and family, 
regarding all errors whether or not adverse events occur: 
          
265. - in written policy. 1 2 3 4 5  1 2 3 4 
266. - in actual practice. 1 2 3 4 5  1 2 3 4 
267. Patients and families, in accordance with patient preference, 1 2 3 4 5  1 2 3 4 
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Part A – This section asks about patient and family-centred care in 
your current workplace, not as you would like it to be. 
Please circle a number to indicate your level of agreement 
for each statement. 
 
Part A   
“IN MY CURRENT 
WORKPLACE.......” 
 Part B 
 “HOW 
IMPORTANT IS 
THIS TO YOU” 
Part B: – The section is about how important different elements of 
patient and family-centred care are to you. Please circle a 
number to indicate how important each statement is for 
you 
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have the opportunity to participate in multidisciplinary 
meetings to plan care. 
268. Families are encouraged to help or provide personal care for 
the patient throughout the patient’s hospitalisation. 
1 2 3 4 5  1 2 3 4 
269. There are supportive procedures for resolving disputes 
between patients, families, and staff. 
1 2 3 4 5  1 2 3 4 
INFORMATION / EDUCATION OF PATIENTS AND FAMILIES 
270. There is continual, open, and honest communication among 
patients, families, and staff. 
1 2 3 4 5  1 2 3 4 
271. Patients and families, in accordance with patient preference, 
receive complete and unbiased information to make informed 
decisions about care. 
1 2 3 4 5  1 2 3 4 
272. The unit’s information and educational materials reinforce the 
belief that patients and families are essential members of the 
health care team. 
1 2 3 4 5  1 2 3 4 
273. Written information is provided in primary languages and 
appropriate literacy levels of patients and families served by 
the unit. 
1 2 3 4 5  1 2 3 4 
274. Patients and families who experienced care in the unit are 
involved in developing and evaluating informational / 
educational materials and programs for patients and families. 
1 2 3 4 5  1 2 3 4 
PATIENT AND FAMILY SUPPORT 
275. Staff or trained volunteer support is available to ensure that 
visits by extended family members, including children, are 
positive experiences. 
1 2 3 4 5  1 2 3 4 
276. There is a range of emotional, spiritual, and practical support 
available to patients and families. 
1 2 3 4 5  1 2 3 4 
277. Financial support (e.g., for parking, transportation, 
accommodation, meals, etc.) is available to help families with 
special financial needs served by the unit. 
1 2 3 4 5  1 2 3 4 
278. Before discharge from the unit, patients and families are 
linked with appropriate medical, educational, and support 
services such as rehabilitation services and family support 
programs 
1 2 3 4 5  1 2 3 4 
CHARTING AND DOCUMENTATION 
279. Patients’ goals are identified and documented. 1 2 3 4 5  1 2 3 4 
280. Families’ goals are identified and documented. 1 2 3 4 5  1 2 3 4 
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Part A – This section asks about patient and family-centred care in 
your current workplace, not as you would like it to be. 
Please circle a number to indicate your level of agreement 
for each statement. 
 
Part A   
“IN MY CURRENT 
WORKPLACE.......” 
 Part B 
 “HOW 
IMPORTANT IS 
THIS TO YOU” 
Part B: – The section is about how important different elements of 
patient and family-centred care are to you. Please circle a 
number to indicate how important each statement is for 
you 
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281. Patients and families, in accordance with patient preference, 
have easy access to the medical record/chart. 
1 2 3 4 5  1 2 3 4 
282. Patients and families, in accordance with patient preference, 
have the opportunity to record observations and concerns in 
the medical record/chart. 
1 2 3 4 5  1 2 3 4 
283. Language used in documentation promotes recognition of the 
strengths and competence of patients and their families. 
1 2 3 4 5  1 2 3 4 
284. Patients and families are offered a means to collect and 
organise important information regarding the patient that they 
can share with other providers. 
1 2 3 4 5  1 2 3 4 
QUALITY IMPROVEMENT 
285. Indicators for patient and family-centred practice (e.g. 
satisfaction with care) are measured and reported.   
1 2 3 4 5  1 2 3 4 
286. Changes are made to the way we deliver care as a response 
to patient and family feedback 
1 2 3 4 5  1 2 3 4 
PERSONNEL PRACTICES 
In-service programs support staff in acquiring patient and family-
centred knowledge, skills and attitudes, specifically around 
how to: 
          
287. - share information with patients and families about errors. 1 2 3 4 5  1 2 3 4 
288. - support patients’ and families’ coping strategies. 1 2 3 4 5  1 2 3 4 
289. - support patients and families with end-of-life decision-
making 
1 2 3 4 5  1 2 3 4 
290. There are rewards and recognition for patient- and family-
centred practice 
1 2 3 4 5  1 2 3 4 
ENVIRONMENT AND DESIGN 
291. The overall design of the unit creates a healing environment 
through the use of appropriate colour, lighting, art and 
furnishings 
1 2 3 4 5  1 2 3 4 
292. There are comfortable, equipped and private spaces for 
families to rest 
1 2 3 4 5  1 2 3 4 
293. The physical environment is well maintained. 1 2 3 4 5  1 2 3 4 
 
 
 
THANK YOU FOR COMPLETING THE SURVEY.  
 
YOUR TIME AND PARTICIPATION ARE GREATLY APPRECIATED.  
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Appendix H: Focus groups: Facilitator guides 
Interview Guide: Beginning of course (Point 1) 
The aim of the focus groups at Point 1 is to capture the range of students’ 
understanding or healthcare quality, their roles and responsibilities in ensuring 
quality healthcare, and perceived barriers to providing quality healthcare. 
 
All students enrolled in the Master of Nursing Practice (Intensive Care, Cardiac care, 
Emergency Care, Critical Care) at Deakin University in 2014 and 2015 will be invited 
to participate in a focus group. All students who consent to participate in the focus 
groups will be included. A maximum of ten participants will be in any one focus 
group. Focus groups will be conducted by a member of the research team and led 
using a topic guide. Focus group interviews will be semi-structured using open-
ended questions and prompts designed to encourage group discussion. Each group 
interview will last at least 45 minutes, and will be audio-taped and transcribed 
verbatim for analysis. 
 
Preamble/Introduction: 
 Welcome and Introductions 
 Introduce note taker 
 Consent forms 
 Purpose is to better understand your perceptions of the determinants of 
quality health care. The interview aims to explore the students’ definitions of 
quality healthcare, perceived barriers and facilitating factors with regard to 
providing quality healthcare, and ideas regarding responsibility for ensuring 
quality healthcare. 
 What to expect, informal, eat and drink, share ideas and examples in 
response to some questions, may be asked for more detail 
 Audio-taped, transcribed for analysis- no identifying features; Avoid 
using any names, but if you slip up these will be removed during transcription 
 Confidentiality; speak freely, what is said in the room, stays in the 
room, respect the confidentiality of group members 
 Any questions before we start? 
  
Interview guide (Hudelson et al., 2008) 
1. In your opinion, what is 
quality healthcare?  
 How can you recognise quality 
healthcare? 
2. Can you give me an 
example (either hypothetical or 
from your own experience) of good 
quality healthcare? 
 Why did you select this 
example? 
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3. In your opinion, what are 
the main obstacles to quality 
healthcare? 
 
4. Can you describe an actual 
situation where you felt that the 
healthcare provided was not 
optimal?  
 Why do you think quality 
healthcare was not provided in this 
instance? 
5. What should be done to 
ensure quality care? 
 Are there any other issues 
regarding quality that you would like 
to discuss 
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Interview Guide: End of course (Point 2)   
 
Aims of the point 2 focus groups 
Preamble/Introduction: 
 Welcome and Introductions 
 Introduce note taker 
 Consent forms - Distribute please to any student who had not 
participated in the focus group at Point 1. Do not need them from 
those who signed at Point 1.  
 Purpose is to better understand your perceptions of the 
determinants of quality health care. The interview aims to explore your 
definitions of quality healthcare, perceived barriers and facilitating 
factors with regard to providing quality health care, and ideas 
regarding responsibility for ensuring quality health care.  
 What to expect 
o informal, eat and drink, share ideas and examples in 
response to some questions, may be asked for more detail 
o Audio-taped, transcribed for analysis- no identifying 
features; Avoid using any names, but if you slip up these will be 
removed during transcription 
o Confidentiality; speak freely, what is said in the room, 
stays in the room, respect the confidentiality of group members 
 Any questions before we start? 
 
Questions to explore aims:  
1. To replicate the questions used in the point 1 data focus groups at the 
beginning of the course. These are designed to capture the range of 
students’ understanding or healthcare quality, their roles and responsibilities 
in ensuring quality healthcare, and perceived barriers to providing quality 
healthcare 
 
2. To further explore nurses’ understanding of their roles in the domains of 
healthcare quality articulated in the conceptual model. 
 
3. To explore the context for any changes in perceptions about quality and safety, 
including the role of postgraduate education and perceptions of any changes 
in the quality and safety environment of their clinical workplace 
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Aim 1: To replicate the questions used in the point 1 data focus groups at the 
beginning of the course. These are designed to capture the range of 
students’ understanding or healthcare quality, their roles and responsibilities 
in ensuring quality healthcare, and perceived barriers to providing quality 
healthcare 
a) In your opinion, what is quality healthcare? How can you 
recognise quality healthcare? 
b) Can you give me an example (either hypothetical or from your 
own experience) of good quality healthcare? Why did you select this 
example? 
c) In your opinion, what are the main obstacles to quality 
healthcare? 
d) Can you describe an actual situation where you felt that the 
healthcare provided was not optimal? Why do you think quality 
healthcare was not provided in this instance? 
e) What should be done to ensure quality care? 
f) Are there any other issues regarding quality that you would like 
to discuss 
 
Aim 2: To further explore nurses’ understanding of their roles in the domains 
of healthcare quality articulated in the conceptual model. 
 
We are particularly interested in exploring domains of ‘Interpersonal 
behaviours/relationships’, ‘Evidence-based practice’ and ‘Leadership and 
Governance’.  
 
Interpersonal behaviours/relationships 
a) What sort of behaviours do you think clinicians should have 
that would promote quality of care and reduce errors? 
b) What sort of behaviours between health professionals would 
promote quality of care and reduce errors? 
 Silence prompt: What sort of communication? 
 
EBP and Leadership and Governance 
c) What is your understanding of clinical governance? 
d) Can you give an example? 
e) What do you think clinical governance means at an individual 
nurse level,  
I. ward or unit level, and  
II. hospital level?  
f) How are patient and service outcomes reported in your 
ward/hospital? (e.g. outcomes of audits) 
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g) Have you ever raised concerns about the quality or safety of 
care being delivered (individual or team)?  
I. How did you do this?   
II. What did you learn from the process?  
III. Going forward if you identified concerns would you raise 
them? 
h) Can you think of any quality initiatives in your workplace and 
why they worked or didn’t work? Successfully implemented or not?  
i) What do you believe is your role and responsibility in clinical 
governance? Do you think all nurses have the same role and 
responsibility in clinical governance? 
j) What is your role in ensuring that the clinical practice in your 
area is based on the best possible evidence? How do you go about 
achieving this? 
 
Aim 3. To explore the context for any changes in perceptions about quality 
and safety, including the role of postgraduate education and perceptions of 
any changes in the quality and safety environment of their clinical workplace 
a) Do you think anything has changed in your thinking about 
quality and safety since you started the graduate certificate this year  
I. If so, in what way? Can you given an example?  
II. Has being a post graduate student changed your 
thinking about quality and safety?  
b) This year, have you noticed any changes in your clinical 
environment that may have affected the quality and safety of care in 
you unit?  
c) If there was one thing you would do to improve the quality of care, what 
would it be? 
 
Focus group approach: 
 Ensure students who participated in Point 1 focus groups are 
spread between the focus groups at Point 2.  
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Appendix I: Post-hoc power analyses 
N-RiHQQ 
Subscale 
Power N Alpha Beta Mean of 
Paired 
Differences 
SD 
Behaviours 0.93427 106 0.05000 0.06573 0.9 2.5 
PCC 0.96427 109 0.05000 0.03573 1.2 3.3 
Safety 0.89846 96 0.05000 0.10154 1.4 4.2 
EBP 0.99994 73 0.05000 0.00006 4.0 5.8 
Leadership 0.99998 83 0.05000 0.00002 5.4 8.0 
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Appendix J: Deakin Ethics approval (HEAG-H) 
 
 
To: Professor Mari Botti 
School of Nursing and Midwifery 
From: Secretary – HEAG-H 
Faculty of Health 
CC: Elizabeth Oldland 
Date: 26 August, 2013 
Re: HEAG-H122_2013: The role of post graduate education in 
preparing specialist nurses for high quality and safe practice. 
 
 
Approval has been given for Professor Mari Botti, School of Nursing 
and Midwifery, to undertake this project for a period of 2 years from 26 
August, 2013. The current end date for this project is 26 August, 2015.  
 
The approval given by the Deakin University HEAG - H is given only for the 
project and for the period as stated in the approval. It is your responsibility to 
contact the Secretary immediately should any of the following occur:  
• Serious or unexpected adverse effects on the participants  
• Any proposed changes in the protocol, including extensions of time  
• Any events which might affect the continuing ethical acceptability of 
the project  
• The project is discontinued before the expected date of completion  
• Modifications that have been requested by other Human Research 
Ethics Committees  
 
In addition you will be required to report on the progress of your project at 
least once every year and at the conclusion of the project. Failure to report 
as required will result in suspension of your approval to proceed with the 
project. 
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An Annual Project Report Form can be found at: 
http://www.deakin.edu.au/hmnbs/research/ethics/ethicssubmissionprocess.p
hp 
  
This should be completed and returned to the Administrative Officer to the 
HEAG-H, Pro-Vice Chancellor’s office, Faculty of Health, Burwood campus 
by Tuesday 19th November, 2013 and when the project is completed. HEAG-
H may need to audit this project as part of the requirements for monitoring 
set out in the National Statement on Ethical Conduct in Human Research 
(2007). 
Good luck with the project!  
Steven Sawyer  
Secretary  
HEAG-H 
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Memo 
 
To: Professor Mari Botti 
School of Nursing and Midwifery 
From: Secretary – HEAG-H 
Faculty of Health 
CC: Elizabeth Oldland, A/Prof Bernice Redley, Prof Alison Hutchinson 
Date: 29 April, 2014 
Re: HEAG-H 42_2014:  The role of post graduate education in 
preparing specialist nurses for high quality and safe practice 
 
Approval has been given for Professor Mari Botti, of the School of 
Nursing & Midwifery, to undertake this project for a period of 3 years 
from 29 April, 2014.  The current end date for this project is 29 April, 
2017. 
The approval given by the Deakin University HEAG - H is 
given only for the project and for the period as stated in the 
approval. It is your responsibility to contact the Secretary 
immediately should any of the following occur: 
 Serious or unexpected adverse effects on the participants 
 Any proposed changes in the protocol, including extensions of time 
 Any events which might affect the continuing ethical acceptability of 
the project 
 The project is discontinued before the expected date of completion 
 Modifications that have been requested by other Human Research 
Ethics Committees 
In addition you will be required to report on the progress of your project at 
least once every year and at the conclusion of the project.  Failure to report 
as required will result in suspension of your approval to proceed with the 
project. 
 
An Annual Project Report Form can be found at:  
http://www.deakin.edu.au/hmnbs/research/ethics/ethicssubmi
ssionprocess.php 
This should be completed and returned to the Administrative 
Officer to the HEAG-H, Pro-Vice Chancellor’s office, Faculty of 
Health, Burwood campus by Tuesday 18th November, 2014 and 
when the project is completed. HEAG-H may need to audit this 
project as part of the requirements for monitoring set out in the 
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National Statement on Ethical Conduct in Human Research 
(2007). 
 
Steven Sawyer, Secretary, HEAG-H25  
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3 9251 7174, email health-ethics@deakin.edu.au 
www.deakin.edu.au 
Appendix K: Composite questionnaire: Plain language statement and 
consent form (HEAG-H 42_2014) 
 
 
 
TO:  Participants (Students)  
Plain Language Statement 
Date:     February 2015 
Full Project Title:  The role of post graduate education in 
preparing      specialist nurses for practice. 
Principal Researcher: Professor Mari Botti 
Student Researcher:  Ms Elizabeth Oldland 
Associate Researchers: Professor Alison Hutchinson  
     Associate Professor Bernice Redley  
 
 You are invited to participate in this research project because you are 
enrolled in the Master of Nursing Practice (Intensive Care, Cardiac Care, 
Emergency Care, Critical Care) at Deakin University. Participation in any 
research project is voluntary. If you do not wish to take part you are not 
obliged to. Your decision whether to take part or not to take part will not 
affect your results or your relationship with those teaching or assessing 
you, or your relationship with Deakin University.  
 The research project explores students’ aims and expectations for this 
course and understanding of safety and quality issues in health care. 
This research aims to develop evidence of the learning needs of critical 
care students to inform curriculum review and development to prepare 
graduates for clinical practice.    
There are two aspects to this research and you are invited to participate 
in one or both. These are a questionnaire and a focus group. You may 
decide to participate in just the questionnaire, just the focus group, both, 
or neither. 
 
Questionnaire:  
If you agree to take part, you will be asked to complete a survey that 
explores your views about safety and quality in critical care environments 
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on two occasions (now and in October). The survey seeks some 
demographic information (for example qualifications and nursing 
experience) and contains a questionnaire that explores your aims and 
expectations for the course, beliefs about yourself as a learner, the 
safety culture in your workplace and your beliefs about your 
responsibilities and readiness for various aspects of health care. We 
anticipate the survey will take about 60 minutes to complete. If you wish 
to participate you can return the survey by leaving it in the box supplied 
in the classroom.  
 It will not be possible to identify any individual in any research findings 
or publications. As participants’ names will not be recorded on the 
questionnaire it will not be possible to withdraw your data because we 
will not be able to individually identify your contribution/participation. 
 
Focus group: 
You are also invited to participate in a focus group at the beginning and 
at the end or the course during which we hope to get your views and 
experiences about health care quality, including your views about what 
helps or hinders you to deliver quality care in your practice area. This 
discussion will take place in a focus group, with up to nine other students 
and members of the research team. The group will run for no longer than 
60 minutes, and is scheduled for (insert date and time and place).  End 
of year focus groups will be arranged at a mutually convenient time at a 
later date. Interviews will be audio recorded, then transcribed to an 
electronic database with any identifying information removed. A study 
identification code will be allocated to each participant’s words and it will 
not be possible to identify individuals in any analysis or publication of 
results.  
 
 Focus groups will be facilitated by members of the research team who 
do not have teaching or assessment responsibilities in the course. All 
discussion in the focus groups will be treated as confidential and all 
participants will be asked to maintain confidentiality about discussions in 
the groups. All focus group participants will be provided with an 
opportunity to debrief and provide feedback. Any student experiencing 
distress will be referred to a staff member associated with the course and 
to university support services as required. 
 
 There are no perceived risks to you as a participant. You may not 
benefit directly from participation in this research project; however you 
may contribute to the review and development of curriculum to meet 
student needs and to inform curriculum that best prepares nurses for 
practice. Research findings will be presented in all forms of publications 
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such as journal articles, professional conference presentations and as 
part of a PhD thesis for Elizabeth Oldland at Deakin University.  
 
 To comply with government and university requirements, all paper 
documents and electronic files will be stored securely during the study 
and for the minimum period of five years from the publication of findings. 
It will then be destroyed.  Approval to undertake this research project has 
been given by the Human Research Ethics Committee of Deakin 
University. If you have any complaints about any aspect of the project, 
the way it is being conducted or any questions about your rights as a 
research participant, then you may contact: 
The Manager, Research Integrity, Deakin University, 221 Burwood 
Highway, Burwood Victoria 3125, Telephone: 9251 7129, research-
ethics@deakin.edu.au Please quote project number HEAG-H 
42_2014 
  
 If you require further information or if you have any problems 
concerning this project, you can contact one of the researchers. The 
researchers responsible for this project are: 
 Professor Mari Botti, Deakin University School of Nursing and 
Midwifery/Epworth Health, mari.botti@deakin.edu.au, 92446123 
 Professor Alison Hutchinson, Deakin University School of 
Nursing and Midwifery/Monash Health, 
alison.hutchinson@deakin.edu.au, 92446446 
 Associate Professor Bernice Redley, Deakin University School of 
Nursing and Midwifery/Epworth Health. 
bernice.redley@deakin.edu.au, 92446807 
 Ms Elizabeth Oldland, Deakin University School of Nursing and 
Midwifery, elizabeth.oldland@deakin.edu.au, 92446608 
 
 
Thank you 
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Appendix L: Focus groups: Plain language statement and consent form 
(HEAG-H 42_2014) 
 
 
Plain Language Statement 
Date:     September 2015 
Full Project Title:  The role of post graduate education in 
preparing specialist nurses for practice. 
Principal Researcher: Professor Mari Botti 
Student Researcher:  Ms Elizabeth Oldland 
Associate Researcher(s): Associate Professor Bernice Redley, 
Professor Alison Hutchinson 
 
You are invited to participate in this research project because you are 
enrolled in the Master of Nursing Practice (Intensive Care, Cardiac Care, 
Emergency Care, Critical Care) at Deakin University. Participation in any 
research project is voluntary. If you do not wish to take part you are not 
obliged to. Your decision whether to take part or not to take part will not 
affect your results or your relationship with those teaching or assessing you, 
or your relationship with Deakin University.  
 The aim of this research is to explore students’ understanding of safety 
and quality issues in health care to inform curriculum review and 
development. Participation involves attending one or two focus groups, one 
in May and the other in September. We are interested in hearing your views 
about what helps or hinders you to deliver quality care in your practice area. 
This discussion will take place in a focus group, with up to nine other 
students and members of the research team. The group will run for no 
longer than 60 minutes, and be scheduled Wednesday 16th September, at 
0800, 2015.  
 
 No individual participants will be identifiable in analysis or reporting. The 
focus groups will be organised and facilitated by research team members 
who have no teaching or assessment responsibilities in the course. 
Interviews will be audio recorded, then transcribed to an electronic 
database with any identifying information removed. A study identification 
code will be allocated to each participant’s words and it will not be possible 
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to identify individuals in any analysis or publication of results. All discussion 
in the focus groups will be treated as confidential and all participants will be 
asked to maintain confidentiality about discussions in the groups.  
 
 There are no perceived risks to you as a participant. All participants will 
be provided with an opportunity to debrief and provide feedback. Any 
student experiencing distress will be referred to a staff member associated 
with the course and to university support services as required. You may not 
benefit directly from participation in this research project; however you may 
contribute to the review and development of curriculum to meet student 
needs and to inform curriculum that best prepares nurses for practice.  
 
 Research findings will be presented in all forms of publications such as 
journal articles, professional conference presentations and as part of a PhD 
thesis for Elizabeth Oldland at Deakin University. It will not be possible to 
identify any individual in any research findings or publications. Should you 
decide to withdraw at any time during the focus group, you are free to do 
so.  
 
 To comply with government and university requirements, all paper 
documents and electronic files will be stored securely during the study and 
for the minimum period of five years from the publication of findings. It will 
then be destroyed.  
 Approval to undertake this research project has been given by the 
Human Research Ethics Committee of Deakin University. If you have any 
complaints about any aspect of the project, the way it is being conducted or 
any questions about your rights as a research participant, then you may 
contact: 
The Manager, Research Integrity, Deakin University, 221 Burwood 
Highway, Burwood Victoria 3125, Telephone: 9251 7129, research-
ethics@deakin.edu.au Please quote project number HEAG-H 
42_2014. 
  
 If you require further information or if you have any problems concerning 
this project, you can contact one of the researchers. The researchers 
responsible for this project are: 
 Professor Mari Botti, Deakin University School of Nursing and 
Midwifery/Epworth Health, mari.botti@deakin.edu.au, 92446123 
 Professor Alison Hutchinson, Deakin University School of Nursing and 
Midwifery/Monash Health, alison.hutchinson@deakin.edu.au, 92446446 
 Associate Professor Bernice Redley, Deakin University School of 
Nursing and Midwifery/Epworth Health. bernice.redley@deakin.edu.au, 
92446807 
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 Ms Elizabeth Oldland, Deakin University School of Nursing and 
Midwifery, elizabeth.oldland@deakin.edu.au, 92446608 
 
Focus group details 
  Wednesday 16th September, 0800 before regular classes commence at 
0930.  
 Rooms will be advised. Please arrive at Hd3.008 by 0745.  
 Breakfast will be provided 
 Videoconference number - VMP Critcare 1 
 
Indication of intention to participate 
Please indicate to Alana Weber your willingness to participate in a focus 
group. You can contact Alana in person, via email 
(alan.weber@deakin.edu.au) or by phone (92446102). This will allow us to 
plan rooms and catering.  
 
Consent to participate 
At the focus group, you will be invited to sign a consent form with the 
following information: 
 I give consent to participate in this focus group. 
 I understand the focus group discussion will be audio recorded and 
transcribed. 
 I understand that any information that may identify me will be removed 
from the transcriptions and it will not be possible to identify me in any 
publications or presentations arising out of this research. 
 I understand that approval to undertake this research project has been 
given by the Human Research Ethics Committee of Deakin University and 
that if I have any concerns  about any aspect of the project, the way it is 
being conducted or any questions about my rights as a research 
participant, then I may contact: The Manager, Research Integrity, Deakin 
University, 221 Burwood Highway, Burwood Victoria 3125, Telephone: 
9251 7129, research-ethics@deakin.edu.au. Please quote project number 
HEAG-H 42_2014. 
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Focus group consent 
 
Please sign this consent form to indicate you have read and understand the 
research project information below and would like to participate in a focus 
group.  
 
 I give consent to participate in this focus group. 
 I understand the focus group discussion will be audio recorded and 
transcribed. 
 I understand that any information that may be linked to me will be 
removed and it will not be possible to identify me in any publications or 
presentations arising out of this research. 
 I understand that approval to undertake this research project has been 
given by the Human Research Ethics Committee of Deakin University 
and that if I have any concerns  about any aspect of the project, the way 
it is being conducted or any questions about my rights as a research 
participant, then I  may contact: The Manager, Research Integrity, 
Deakin University, 221 Burwood Highway, Burwood Victoria 3125, 
Telephone: 9251 7129, research-ethics@deakin.edu.au. Please quote 
project number HEAG-H 42_2014. 
 
Name: _______________________________________________ 
Signature: ____________________________________________  
Date:________________________________________________ 
 
Thank you for your willingness to participate in this research. It is 
greatly appreciated.  
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Appendix M: Permission from UTHealth to use the Safety Attitudes 
Questionnaire 
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Appendix N: Item rewording in Step 2: Instrument development 
 
Item  Original wording  Modified wording  
220 to employ efficient and effective 
search strategies to answer focused 
clinical or health system practices 
to employ efficient and effective 
search strategies to address 
focused clinical or health system 
practices 
223 to build consensus among key 
stakeholders through the use of 
change theory to create evidence-
based care 
to build consensus among key 
stakeholders in my unit using 
knowledge of effective change 
strategies to create evidence-
based care 
224 to lead and marshal the resources 
for change that supports evidence-
based practice 
to lead and coordinate the 
resources for change that 
supports evidence-based practice 
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Appendix O: N-RIHQQ - Frequency of “Don’t know’ responses by subscale 
at Points 1 and 2. 
Frequency of “Don’t know’ responses Point 1 (N = 169) Point 2 (N = 137) 
 n (%) n (%) 
Perceived Responsibilities (Part A)   
Safety subscale (10 items)   
None 108 (63.9) 104 (75.9) 
1 30 (17.8) 24 (17.5) 
2 16 (9.5) 6 (2.2) 
3 7 (4.1) 1 (0.7) 
4 4 (2.4) 0 (0) 
>4 4 (2.4) 2 (1.4) 
EBP subscale (13 items)   
None 99 (58.6) 94 (68.6) 
1 20 (11.8) 22 (16.1) 
2 15 (8.9) 10 (7.3) 
3 11 (6.5) 2 (1.5) 
4 7 (4.1) 3 (2.2) 
>4 17 (10.1) 6 (4.4) 
Behaviours subscale (7 items)   
None 133 (78.7) 11 (81) 
1 24 (14.2) 9 (13.9) 
2 11 (6.5) 5 (3.6) 
3 0 (0) 1 (0.7) 
4 0 (0) 1 (0.7) 
>4 1 (0.6) 0 (0) 
PCC subscale (8 items)   
None 139 (82.2) 121 (88.3) 
1 14 (8.3) 13 (9.5) 
2 11 (6.5) 1 (0.7) 
3 4 (2.4) 2 (1.5) 
4 1 (0.6) 0 (0) 
>4 0 (0) 0 (0) 
Clinical L&G subscale (17 items)   
None 94 (55.6) 92 (67.2) 
1 15 (8.9) 16 (11.7) 
2 15 (8.9) 9 (6.6) 
3 9 (5.3) 5 (3.6) 
4 10 (5.9) 4 (2.9) 
>4 26 (15.5) 11 (8.1) 
   
Perceived Skills (Part B)   
Safety subscale (10 items)   
None 129 (76.3) 113 (82.5) 
1 17 (10.1) 14 (10.2) 
2 11 (6.5) 3 (2.2) 
3 6 (3.6) 5 (3.6) 
4 1 (0.6) 0 (0) 
>4 3 (1.8) 2 (1.5) 
EBP subscale (13 items)   
None 107 (63.3) 98 (71.5) 
1 25 (14.8) 12 (8.8) 
2 8 (4.7) 9 (6.6) 
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3 2 (1.2) 3 (2.2) 
4 8 (4.7) 6 (4.4) 
>4 19 (11.2) 9 (5.4) 
Behaviours subscale (7 items)   
None 146 (86.4) 122 (89.1) 
1 13 (7.7) 11 (8) 
2 9 (5.3) 1 (0.7) 
3 1 (0.6) 3 (2.2) 
4 146 (86.4) 0 (0) 
>4 0 (0) 0 (0) 
PCC subscale (8 items)   
None 152 (89.9) 120 (87.6) 
1 12 (7.1) 13 (9.5) 
2 2 (1.2) 2 (1.5) 
3 3 (1.8) 1 (0.7) 
4 0 (0) 1 (0.7) 
>4 0 (0) 0 (0) 
Clinical L&G subscale (17 items)   
None 112 (66.3) 87 (63.5) 
1 14 (8.3) 18 (13.1) 
2 11 (6.5) 8 (5.8) 
3 5 (3.0) 6 (4.4) 
4 4 (2.4) 2 (1.5) 
>4 23 (13.8) 16 (9.6) 
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Appendix P: N-RiHQQ (Part A) - Perceived responsibilities for healthcare quality: Measures of central tendency and distribution (Point 1: 
N = 169, Point 2: N = 137) 
  
Total sample Skewness Kurtosis 
    
 
Point  N Range Min. Max. Mean (SD) Statistic SE Statistic SE Median (IQR) 95% CIa K-Sb 
1. complete data set only  
Safety Point 1 106 18 22 40 33.62 (3.97) -0.224 0.235 -0.499 0.465 34 (7) (32.86, 34.39) .008 
 
Point 2 102 15 25 40 35.2 (3.86) -0.737 0.239 -0.172 0.474 36 (6) (34.44, 35.95) .000 
EBP Point 1 99 26 26 52 41.86 (5.52) -0.022 0.243 -0.129 0.481 41 (8) (40.76, 42.96) .022 
 
Point 2 94 17 35 52 45.99 (4.58) -0.329 0.249 -0.875 0.493 47 (8.25) (45.05, 46.93) .009 
Behaviours Point 1 133 13 15 28 24.35 (2.55) -0.568 0.210 0.253 0.417 24 (3) (23.92, 24.79) .000 
 
Point 2 111 8 20 28 25.38 (2.27) -0.648 0.229 -0.605 0.455 26 (3) (24.95, 25.81) .000 
PCC Point 1 139 14 18 32 27.18 (3.41) -0.442 0.206 -0.672 0.408 28 (5) (26.61, 27.75) .000 
 
Point 2 121 12 20 32 28.42 (2.93) -0.664 0.220 -0.219 0.437 29 (5) (27.89, 28.95) .000 
Clinical L&G Point 1 93 29 39 68 53 (7.11) 0.220 0.250 -0.318 0.495 53 (10) (51.53, 54.47) .200 
 
Point 2 91 29 39 68 57.96 (7.33) -0.485 0.253 -0.428 0.500 59 (11) (56.43, 59.48) .099 
2. up to 10% missing or don’t know replaced with subscale mean 
Safety Point 1 137 18 22 40 33.39 (3.93) -0.129 0.207 -0.533 0.411 33.33 (6.67) (32.72, 34.05) .021  
Point 2 128 15.6 24.4 40 34.77 (3.92) -0.521 0.214 -0.475 0.425 35 (6) (34.09, 35.46) .001 
EBP Point 1 119 26 26 52 41.81 (5.51) -0.029 0.222 -0.180 0.440 41 (8) (40.81, 42.81) .200 
 
Point 2 116 18.4 33.6 52 45.58 (4.69) -0.331 0.225 -0.807 0.446 46 (7) (44.72, 46.44) .005 
Behaviours Point 1 156 13 15 28 24.34 (2.54) -0.593 0.194 0.259 0.386 24 (3) (23.94, 24.74) .000 
 
Point 2 130 8 20 28 25.34 (2.25) -0.576 0.212 -0.699 0.422 26 (3) (24.95, 25.73) .000 
PCC Point 1 153 14 18 32 27.05 (3.33) -0.356 0.196 -0.693 0.390 27 (6) (26.52, 27.59) .000 
 
Point 2 134 12 20 32 28.38 (2.95) -0.645 0.209 -0.322 0.416 29 (5) (27.87, 28.88) .000 
Clinical L&G Point 1 123 30.6 37.4 68 52.11 (7.23) 0.140 0.218 -0.293 0.433 52 (10) (50.82, 53.41) .200 
 
Point 2 117 29 39 68 57.14 (7.28) -0.281 0.224 -0.576 0.444 57 (10.73) (55.81, 58.47) .200 
a Confidence interval lower, upper; b Kolmogorov-Smirnov  
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Appendix Q: N-RiHQQ (Part B) - Perceived skills for healthcare quality: Measures of central tendency and distribution (Point 1: N = 169, 
Point 2: N = 137) 
  
Total sample 
      
 
Point  N Range Min. Max. Mean (SD) Skewness SE Kurtosis SE Median (IQR) 95% CIa K-Sb 
1. complete data set only  
Safety Point 1 106 18 22 40 33.62 (3.97) -0.224 0.235 -0.499 0.465 30 (6) (30.16, 31.95) .000  
Point 2 102 15 25 40 35.2 (3.86) -0.737 0.239 -0.172 0.474 34 (7.75) (32.93, 34.59) .034 
EBP Point 1 99 26 26 52 41.86 (5.52) -0.022 0.243 -0.129 0.481 38 (9.75) (36.38, 39.10) .171  
Point 2 94 17 35 52 45.99 (4.58) -0.329 0.249 -0.875 0.493 43 (9.25) (42.38, 44.68) .032 
Behaviours Point 1 133 13 15 28 24.35 (2.55) -0.568 0.210 0.253 0.417 24 (5) (23.21, 24.14) .002  
Point 2 111 8 20 28 25.38 (2.27) -0.648 0.229 -0.605 0.455 25 (5) (24.08, 25.11) .000 
PCC Point 1 139 14 18 32 27.18 (3.41) -0.442 0.206 -0.672 0.408 26 (5) (25.93, 27.05) .000  
Point 2 121 12 20 32 28.42 (2.93) -0.664 0.220 -0.219 0.437 29 (5) (27.62, 28.79) .000 
Clinical L&G Point 1 93 29 39 68 53 (7.11) 0.220 0.250 -0.318 0.495 49 (11) (47.39, 50.42) .200
* 
 
Point 2 91 29 39 68 57.96 (7.33) -0.485 0.253 -0.428 0.500 54 (13) (52.37, 56.04) .200
* 
2. up to 10% missing or don’t know replaced with subscale mean 
Safety Point 1 137 18 22 40 33.39 (3.93) -0.129 0.207 -0.533 0.411 30 (6) (30.23, 31.89) .000  
Point 2 128 15.6 24.4 40 34.77 (3.92) -0.521 0.214 -0.475 0.425 34 (7) (32.82, 34.37) .019 
EBP Point 1 119 26 26 52 41.81 (5.51) -0.029 0.222 -0.180 0.440 38 (10) (36.31, 38.79) .057  
Point 2 116 18.4 33.6 52 45.58 (4.69) -0.331 0.225 -0.807 0.446 42.13 (9) (42.00, 44.23) .086 
Behaviours Point 1 156 13 15 28 24.34 (2.54) -0.593 0.194 0.259 0.386 24 (5) (23.15, 24.04) .001  
Point 2 130 8 20 28 25.34 (2.25) -0.576 0.212 -0.699 0.422 25 (4.92) (24.03, 25.00) .000 
PCC Point 1 153 14 18 32 27.05 (3.33) -0.356 0.196 -0.693 0.390 26 (5) (25.82, 26.88) .000  
Point 2 134 12 20 32 28.38 (2.95) -0.645 0.209 -0.322 0.416 29 (5.43) (27.69, 28.79) .000 
Clinical L&G Point 1 123 30.6 37.4 68 52.11 (7.23) 0.140 0.218 -0.293 0.433 49.94 (11) (48.02, 50.80) .064  
Point 2 117 29 39 68 57.14 (7.28) -0.281 0.224 -0.576 0.444 54 (12) (52.71, 55.76) .134 
a Confidence interval lower, upper  b Kolmogorov-Smirnov
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Appendix R: SDLRNE - Measures of central tendency and dispersion at both time points 
Subscale Point No.a Range Min. Max. Mean (SD) Median 
(IQR) 
95% CIb Skewness 
(SE) 
Kurtosis 
(SE) 
K-Sc 
Self-management Point 1 169 28 33 61 48.91 (5.18) 49 (6) (48.13, 49.70) -0.22 (0.19) 0.13 (0.37) .022  
Point 2 136 26 35 61 49.90 (5.32) 50 (7.75) (49.00, 50.81) -0.20 (0.21) -0.04 (0.41) .059 
            
Self-control Point 1 169 27 46 73 60.55 (4.75) 60 (7) (59.83, 61.27) 0.00 (0.19) -0.02 (0.37) .200  
Point 2 137 25 49 74 62.23 (4.31) 62 (6) (61.50, 62.95) 0.03 (0.21) 0.17 (0.41) .014 
            
Desire for Learning Point 1 169 20 40 60 50.66 (4.15) 51 (6) (50.03, 51.29) -0.18 (0.19) -0.23 (0.37) .004  
Point 2 137 17 43 60 51.50 (3.81) 52 (5) (50.85, 52.14) 0.09 (0.21) -0.50 (0.41) .200 
            
Total score Point 1 169 68 124 192 160.12 (11.71) 160 (14.5) (158.35, 161.9) -0.04 (0.19) 0.27 (0.37) .200  
Point 2 136 62 133 195 163.61 (10.52) 162 (13.75) (161.83, 165.39) 0.29 (0.21) 0.37 (0.41) .023 
Note: Pairwise deletion was used accounting for differences in the total number of responses (sample) per subscale; a Total Point 1 N = 169, Point 
2 N = 137; b Confidence interval: (lower, upper); c Kolmogorv-Smirnov test 
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Appendix S: H-PEPSS - Measures of central tendency and dispersion at Point 1 and Point 2  
Subscale (No. of items) Point No.a  Range Min. Max. Mean (SD) 95% CIb Median (IQR) Skewness (SE) Kurtosis (SE) K-Sc 
Working in Teams (3) Point 1 167 3.33 1.67 5 3.88 (0.67) (3.78, 3.96) 4.00 (1) -0.57 (0.19) 0.89 (0.37) < .000 
Point 2 137 3.00 2.00 5 3.97 (0.68) (3.85, 4.08) 4.00 (.83) -0.73 (0.21) 0.97 (0.41) < .000 
            
Communicating 
effectively (3) 
Point 1 167 2.33 2.67 5 4.27 (0.55) (4.19, 4.36) 4.00 (1) -0.1 (0.19) -0.35 (0.37) < .000 
Point 2 137 2.00 3.00 5 4.45 (0.55) (4.35, 4.54) 4.66 (1) -0.46 (0.21) -0.72 (0.41) < .000 
            
Managing safety risks 
(3) 
Point 1 166 2.67 2.33 5 4.02 (0.62) (3.92, 4.11) 4.00 (.67) 0.02 (0.19) -0.35 (0.37) < .000 
Point 2 137 2.33 2.67 5 4.19 (0.55) (4.10, 4.29) 4.00 (.67) -0.16 (0.21) -0.18 (0.41) < .000 
            
Understanding human 
and environmental 
factors (2) 
Point 1 166 3.00 2.00 5 3.97 (0.61) (3.88, 4.06) 4.00 (1) -0.23 (0.19) 0.28 (0.37) < .000 
Point 2 137 3.00 2.00 5 4.15 (0.65) (4.04, 4.26) 4.00 (0.5) -0.72 (0.21) 0.37 (0.41) < .000 
            
Recognising and 
responding to adverse 
events (2) 
Point 1 167 2.50 2.50 5 4.22 (0.5) (4.14, 4.30) 4.00 (0.5) -0.02 (0.19) 0.4 (0.37) < .000 
Point 2 137 2.00 3.00 5 4.46 (0.51) (4.37, 4.54) 4.50 (1) -0.21 (0.21) -1.19 (0.41) < .000 
            
Culture of safety (3) Point 1 167 2.33 2.67 5 4.16 (0.56) (4.08, 4.25) 4.00 (.67) -0.07 (0.19) -0.6 (0.37) < .000 
Point 2 137 3.00 2.00 5 4.23 (0.54) (4.14, 4.32) 4.33 (.67) -0.68 (0.21) 1.21 (0.41) < .000 
a Total Point 1 N = 169, Point 2 N = 137; b Confidence interval: (lower, upper); c Kolmogorov-Smirnov test 
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Appendix T: Additional H-PEPPS and ACSQHC items - Measures of central tendency and dispersion 
 
Point Na Range Min. Max. Mean (SD) 95% CIb Median 
(IQR) 
Skewness 
(SE) 
Kurtosis (SE) K-Sc 
1.       team dynamics and 
authority/power conflict 
Point 1 164 3 2 5 4.06 (0.73) (3.95, 4.17) 4.00 (1) -0.48 (0.19) 0.07 (0.38) <.001 
Point 2 134 3 2 5 4.13 (0.73) (4.01, 4.26) 4.00 (1) -0.68 (0.21) 0.55 (0.42) <.001 
            
2.       debriefing and supporting team 
members after an adverse 
event or close call 
Point 1 167 4 1 5 3.77 (0.92) (3.63, 3.91) 4.00 (1) -0.58 (0.19) 0.05 (0.37) <.001 
Point 2 137 3 2 5 3.92 (0.78) (3.79, 4.05) 4.00 (0) -0.62 (0.21) 0.37 (0.41) <.001 
 
 
3.       engaging patients as a central 
participant in the healthcare 
team 
Point 1 166 3 2 5 4.17 (0.68) (4.07, 4.27) 4.00 (1) -0.81 (0.19) 1.61 (0.38) <.001 
Point 2 136 3 2 5 4.29 (0.65) (4.18, 4.40) 4.00 (1) -0.7 (0.21) 1.01 (0.41) <.001 
 
4.       safe application of health 
technology 
Point 1 163 3 2 5 3.88 (0.66) (3.78, 3.99) 4.00 (0) -0.39 (0.19) 0.53 (0.38) <.001 
Point 2 134 3 2 5 4.14 (0.66) (4.03, 4.25) 4.00 (1) -0.48 (0.21) 0.54 (0.42) <.001 
 
5.       disclosing an adverse event to 
the patient 
Point 1 165 4 1 5 3.76 (0.81) (3.63, 3.88) 4.00 (1) -0.36 (0.19) 0.1 (0.38) <.001 
Point 2 132 4 1 5 3.94 (0.91) (3.78, 4.10) 4.00 (1) -0.88 (0.21) 0.5 (0.42) <.001 
 
6.       participating in timely event 
analysis, reflective practice and 
planning in order to prevent 
recurrence 
Point 1 166 3 2 5 3.84 (0.78) (3.72, 3.96) 4.00 (1) -0.58 (0.19) 0.26 (0.38) <.001 
Point 2 133 3 2 5 4.15 (0.66) (4.04, 4.26) 4.00 (1) -0.66 (0.21) 1.30 (0.42) <.001 
 
 
 
7.       the ways in which health care is 
complex and has many 
vulnerabilities (e.g. workplace 
design, staffing, technology, 
human limitations) 
Point 1 165 4 1 5 3.86 (0.83) (3.73, 3.99) 4.00 (1) -0.69 (0.19) 0.83 (0.38) <.001 
Point 2 133 3 2 5 4.00 (0.72) (3.88, 4.12) 4.00 (0) -0.37 (0.21) 0.04 (0.42) <.001 
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8.       core principles of the ACSQHC 
framework (2010) 
Point 1 142 4 1 5 2.73 (1.01) (2.56, 2.90) 3.00 (1) 0.27 (0.02) -0.33 (0.40) <.001 
Point 2 132 4 1 5 3.44 (0.86) (3.29, 3.59) 3.00 (1) -0.4 (0.21) 0.32 (0.42) <.001 
 
9.       2012 goals of the ACSQHC 
framework 
Point 1 141 4 1 5 2.67 (0.99) (2.51, 2.84) 3.00 (1) 0.29 (0.20) -0.22 (0.41) <.001 
Point 2 131 4 1 5 3.42 (0.83) (3.28, 3.56) 3.00 (1) -0.52 (0.21) 0.46 (0.42) <.001 
 
10.     ACSQHC National Safety and 
Quality Health Service 
Standards 
Point 1 148 4 1 5 3.14 (1.08) (2.97, 3.32) 3.00 (2) -0.22 (0.20) -0.61 (0.40) <.001 
Point 2 134 4 1 5 3.80 (0.86) (3.65, 3.94) 4.00 (1) -0.84 (0.21) 1.31 (0.42) <.001 
a Point 1 N = 169, Point 2 N = 137; b Confidence interval: (lower, upper); c Kolmogorov-Smirnov test 
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Appendix U: PFCC (Part B): Importance placed on workforce PFCC practices - Measures of central tendency and distribution 
(total sample) 
  
Na Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Med 
(IQR) 
95% CIb K-Sc 
Leadership 
            
1. My hospital’s commitment to patient-
centered care is formally and consistently 
communicated with patients, families, 
staff, and leadership (e.g. mission 
statement, core values). 
Point 1 160 1 4 3.48 (0.57) -0.54 0.19 -0.69 0.38 4 (1) (3.39, 3.57) 0.000 
Point 2 131 1 4 3.49 (0.57) -0.58 0.21 -0.65 0.42 4 (1) (3.39, 3.59) 0.000 
2. Leaders of my unit, through their words 
and actions, consistently convey that the 
patient’s and family’s experience of care 
matters, that it is important to quality, 
safety, and the best outcomes. 
Point 1 161 1 4 3.53 (0.51) -0.28 0.19 -1.59 0.38 4 (1) (3.45, 3.61) 0.000 
Point 2 131 1 4 3.61 (0.5) -0.64 0.21 -1.16 0.42 4 (1) (3.52, 3.7) 0.000 
3. Leaders of the unit, through their words 
and actions, encourage and support all 
staff in practicing patient- and family-
centred care. 
Point 1 159 1 4 3.63 (0.51) -0.83 0.19 -0.67 0.38 4 (1) (3.55, 3.71) 0.000 
Point 2 130 1 4 3.65 (0.48) -0.62 0.21 -1.64 0.42 3 (1) (3.56, 3.73) 0.000 
Philosophy of care 
            
4. The unit has clearly stated principles or 
values guiding how care will be provided 
and what is expected regarding the 
experience of care (e.g., philosophy of 
care, vision, mission, and/or values 
statements). 
Point 1 161 1 4 3.32 (0.6) -0.26 0.19 -0.63 0.38 3 (1) (3.23, 3.42) 0.000 
Point 2 131 1 4 3.34 (0.59) -0.27 0.21 -0.65 0.42 3 (1) (3.24, 3.45) 0.000 
5. The philosophy of care is shared with 
patients and families in a variety of ways 
(e.g., patient and family hand book, 
admission materials, hospital/unit web 
page, in-house television programming) 
Point 1 161 1 4 3.19 (0.57) -0.01 0.19 -0.21 0.38 3 (1) (3.1, 3.28) 0.000 
Point 2 131 1 4 3.21 (0.64) -0.21 0.21 -0.64 0.42 3 (1) (3.1, 3.32) 0.000 
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Na Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Med 
(IQR) 
95% CIb K-Sc 
6. Patient and family-centred care is 
discussed at orientation to my unit. 
Point 1 161 1 4 3.33 (0.53) 0.09 0.19 -0.78 0.38 3 (1) (3.25, 3.41) 0.000 
Point 2 131 1 4 3.41 (0.51) 0.18 0.21 -1.55 0.42 3 (1) (3.32, 3.5) 0.000 
7. Patient and family-centred care is 
regularly reinforced through performance 
appraisal. 
Point 1 161 1 4 3.29 (0.55) -0.01 0.19 -0.54 0.38 3 (1) (3.21, 3.38) 0.000 
 
Point 2 130 1 4 3.38 (0.56) -0.17 0.21 -0.81 0.42 3 (1) (3.28, 3.47) 0.000 
Patients and families as leaders and 
advisors 
            
8. Patients and family members participate 
as members on hospital committees. 
Point 1 160 1 4 2.96 (0.64) -0.11 0.19 0.79 0.38 3 (0) (2.86, 3.06) 0.000 
Point 2 131 1 4 3.08 (0.76) -0.66 0.21 0.41 0.42 3 (1) (2.94, 3.21) 0.000 
9. Patients and families who experienced 
care in the unit are trained and supported 
to provide peer support to other families 
in my unit. 
Point 1 157 1 4 2.84 (0.71) -0.19 0.19 -0.15 0.38 3 (1) (2.73, 2.95) 0.000 
Point 2 130 1 4 2.94 (0.79) -0.55 0.21 0.09 0.42 3 (0) (2.8, 3.08) 0.000 
10. Patients and families are involved in 
staff orientation and continuing education 
for the unit. 
Point 1 157 1 4 2.69 (0.76) -0.12 0.19 -0.30 0.38 3 (1) (2.57, 2.81) 0.000 
Point 2 130 1 4 2.89 (0.81) -0.25 0.21 -0.55 0.42 3 (1) (2.75, 3.03) 0.000 
11. There is a staff member assigned to 
serve as a liaison for collaborative 
endeavours with patients and families. 
Point 1 160 1 4 3.06 (0.72) -0.60 0.19 0.53 0.38 3 (1) (2.95, 3.18) 0.000 
Point 2 131 1 4 3.26 (0.69) -0.82 0.21 1.15 0.42 3 (1) (3.14, 3.38) 0.000 
Patterns of care 
            
12. Family members are not viewed as 
visitors; they are always welcome to be 
present and fully participate in care in 
accordance with patient preference. 
 
Point 1 162 1 4 3.22 (0.55) -0.17 0.19 0.97 0.38 3 (1) (3.13, 3.3) 0.000 
Point 2 131 1 4 3.28 (0.6) -0.20 0.21 -0.56 0.42 3 (1) (3.18, 3.39) 0.000 
13. Staff acknowledge the individuality, 
culture, capacity, and abilities of each 
patient and family. 
Point 1 162 1 4 3.52 (0.51) -0.24 0.19 -1.62 0.38 4 (1) (3.45, 3.6) 0.000 
Point 2 131 1 4 3.57 (0.51) -0.47 0.21 -1.37 0.42 4 (1) (3.48, 3.66) 0.000 
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Na Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Med 
(IQR) 
95% CIb K-Sc 
14. Staffing patterns promote continuity of 
care for patients and families. 
Point 1 161 1 4 3.32 (0.54) -0.20 0.19 0.77 0.38 3 (1) (3.24, 3.41) 0.000 
Point 2 132 1 4 3.36 (0.61) -0.59 0.21 0.56 0.42 3 (1) (3.26, 3.47) 0.000 
15. Families can remain with patients, in 
accordance with patient preference, 
during handover. 
Point 1 161 1 4 3.19 (0.62) -0.31 0.19 0.17 0.38 3 (1) (3.09, 3.28) 0.000 
Point 2 131 1 4 3.13 (0.7) -0.74 0.21 -0.74 0.21 3 (1) (3.01, 3.25) 0.000 
16. During medical and nursing rounds, in 
accordance with patient preference, 
families can choose to remain with the 
patient. 
Point 1 161 1 4 3.26 (0.6) -0.34 0.19 0.41 0.38 3 (1) (3.17, 3.35) 0.000 
Point 2 131 1 4 3.31 (0.67) -0.76 0.21 0.82 0.42 3 (1) (3.19, 3.42) 0.000 
17. During rounds or handovers, in 
accordance with patient preference, 
families can choose to actively 
participate. 
Point 1 160 1 4 3.19 (0.61) -0.28 0.19 0.38 0.38 3 (1) (3.09, 3.28) 0.000 
Point 2 132 1 4 3.35 (0.68) -0.86 0.21 0.83 0.42 3 (1) (3.23, 3.46) 0.000 
18. Patients’ choices, about whether to 
have family members present are 
respected and supported during such 
situations as examinations and 
procedures. 
Point 1 161 1 4 3.4 (0.57) -0.52 0.19 0.53 0.38 3 (1) (3.31, 3.49) 0.000 
Point 2 132 1 4 3.49 (0.55) -0.40 0.21 -1.00 0.42 4 (1) (3.4, 3.59) 0.000 
19. Staff ask patients and families about 
their observations, goals, and priorities 
and incorporate these in the care plan. 
Point 1 161 1 4 3.37 (0.52) 0.15 0.19 -1.10 0.38 3 (1) (3.29, 3.45) 0.000 
Point 2 133 1 4 3.4 (0.58) -0.56 0.21 0.80 0.42 3 (1) (3.3, 3.5) 0.000 
20. Staff collaborate with the patient and 
family in assessment and management 
of pain. 
Point 1 161 1 4 3.42 (0.51) 0.17 0.19 -1.63 0.38 3 (1) (3.34, 3.5) 0.000 
Point 2 133 1 4 3.5 (0.5) 0.02 0.21 -2.03 0.42 3 (1) (3.41, 3.58) 0.000 
21. Communication among patients, 
families, and staff is ongoing and offered 
in a variety of formats (e.g., chart, email, 
bulletin boards at patient’s bedside, 
pagers, telephone contact). 
Point 1 161 1 4 3.35 (0.54) 0.03 0.19 -0.84 0.38 3 (1) (3.26, 3.43) 0.000 
Point 2 133 1 4 3.37 (0.56) -0.40 0.21 0.91 0.42 3 (1) (3.27, 3.46) 0.000 
22. There is open disclosure by staff with 
the patient and family, regarding all 
Point 1 159 1 4 3.28 (0.54) 0.09 0.19 -0.50 0.38 3 (1) (3.2, 3.37) 0.000 
Point 2 131 1 4 3.27 (0.58) -0.12 0.21 -0.51 0.42 3 (1) (3.17, 3.38) 0.000 
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Na Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Med 
(IQR) 
95% CIb K-Sc 
errors whether or not adverse events 
occur in written policy. 
23. There is open disclosure by staff with 
the patient and family, regarding all 
errors whether or not adverse events 
occur in actual practice. 
Point 1 159 1 4 3.33 (0.5) 0.40 0.19 -1.10 0.38 3 (1) (3.26, 3.41) 0.000 
Point 2 131 1 4 3.34 (0.54) 0.08 0.21 -0.80 0.42 3 (1) (3.24, 3.43) 0.000 
24. Patients and families, in accordance 
with patient preference, have the 
opportunity to participate in 
multidisciplinary meetings to plan care. 
Point 1 157 1 4 3.34 (0.56) -0.10 0.19 -0.70 0.38 3 (1) (3.25, 3.43) 0.000 
Point 2 132 1 4 3.42 (0.54) -0.11 0.21 -1.09 0.42 3 (1) (3.32, 3.51) 0.000 
25. Families are encouraged to help or 
provide personal care for the patient 
throughout the patient’s hospitalisation. 
Point 1 161 1 4 3.3 (0.58) -0.14 0.19 -0.57 0.38 3 (1) (3.21, 3.39) 0.000 
Point 2 133 1 4 3.32 (0.54) 0.03 0.21 -0.70 0.42 3 (1) (3.23, 3.42) 0.000 
26. There are supportive procedures for 
resolving disputes between patients, 
families, and staff. 
Point 1 161 1 4 3.42 (0.53) -0.04 0.19 -1.19 0.38 3 (1) (3.33, 3.5) 0.000 
Point 2 133 1 4 3.53 (0.53) -0.45 0.21 -1.14 0.42 4 (1) (3.44, 3.62) 0.000 
Information/education of patients and families 
27. There is continual, open, and honest 
communication among patients, families, 
and staff. 
Point 1 161 1 4 3.48 (0.51) -0.08 0.19 -1.67 0.38 3 (1) (3.4, 3.56) 0.000 
Point 2 133 1 4 3.58 (0.5) -0.32 0.21 -1.92 0.42 4 (1) (3.49, 3.66) 0.000 
28. Patients and families, in accordance 
with patient preference, receive complete 
and unbiased information to make 
informed decisions about care. 
 
 
 
Point 1 160 1 4 3.49 (0.54) -0.32 0.19 -1.14 0.38 4 (1) (3.4, 3.57) 0.000 
Point 2 133 1 4 3.59 (0.54) -1.13 0.21 2.06 0.42 4 (1) (3.5, 3.69) 0.000 
29. The unit’s information and educational 
materials reinforce the belief that patients 
and families are essential members of 
the health care team. 
Point 1 160 1 4 3.42 (0.51) 0.19 0.19 -1.62 0.38 3 (1) (3.34, 3.5) 0.000 
Point 2 133 1 4 3.47 (0.57) -0.76 0.21 1.02 0.42 4 (1) (3.38, 3.57) 0.000 
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Na Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Med 
(IQR) 
95% CIb K-Sc 
30. Written information is provided in 
primary languages and appropriate 
literacy levels of patients and families 
served by the unit. 
Point 1 161 1 4 3.45 (0.52) -0.05 0.19 -1.40 0.38 3 (1) (3.37, 3.53) 0.000 
Point 2 133 1 4 3.45 (0.54) -0.52 0.21 1.00 0.42 3 (1) (3.36, 3.54) 0.000 
31. Patients and families who experienced 
care in the unit are involved in 
developing and evaluating informational / 
educational materials and programs for 
patients and families. 
Point 1 161 1 4 3.23 (0.62) -0.36 0.19 0.16 0.38 3 (1) (3.13, 3.33) 0.000 
Point 2 133 1 4 3.24 (0.65) -0.79 0.21 1.61 0.42 3 (1) (3.13, 3.35) 0.000 
Patient and family support 
         
 
  
32. Staff or trained volunteer support is 
available to ensure that visits by 
extended family members, including 
children, are positive experiences. 
Point 1 160 1 4 3.31 (0.51) 0.02 0.19 -1.40 0.38 3 (1) (3.23, 3.39) 0.000 
Point 2 131 1 4 3.37 (0.62) -0.47 0.21 -0.64 0.42 3 (1) (3.27, 3.48) 0.000 
33. There is a range of emotional, spiritual, 
and practical support available to 
patients and families. 
Point 1 161 1 4 3.43 (0.52) -0.06 0.19 -0.89 0.38 3 (1) (3.29, 3.46) 0.000 
Point 2 132 1 4 3.48 (0.52) -0.11 0.21 -1.60 0.42 3 (1) (3.4, 3.57) 0.000 
34. Financial support (e.g., for parking, 
transportation, accommodation, meals, 
etc.) is available to help families with 
special financial needs served by the 
unit. 
Point 1 161 1 4 3.37 (0.55) -0.28 0.19 -1.59 0.38 4 (1) (3.45, 3.61) 0.000 
Point 2 132 1 4 3.45 (0.56) -0.35 0.21 -0.90 0.42 3 (1) (3.36, 3.55) 0.000 
35. Before discharge from the unit, patients 
and families are linked with appropriate 
medical, educational, and support 
services such as rehabilitation services 
and family support programs 
Point 1 161 1 4 3.53 (0.51) -0.10 0.19 -1.40 0.38 3 (1) (3.38, 3.54) 0.000 
Point 2 131 1 4 3.64 (0.48) -0.60 0.21 -1.67 0.42 4 (1) (3.56, 3.72) 0.000 
Charting and documentation 
            
36. Patients’ goals are identified and 
documented. 
Point 1 159 1 4 3.46 (0.52) -0.09 0.19 -0.40 0.38 3 (1) (3.14, 3.32) 0.000 
Point 2 132 1 4 3.55 (0.5) -0.18 0.21 -2.00 0.42 4 (1) (3.46, 3.63) 0.000 
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Na Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Med 
(IQR) 
95% CIb K-Sc 
37. Families’ goals are identified and 
documented. 
Point 1 160 1 4 3.23 (0.59) -0.29 0.19 -0.44 0.38 3 (1) (2.65, 2.91) 0.000 
Point 2 131 1 4 3.45 (0.56) -0.34 0.21 -0.90 0.42 3 (1) (3.35, 3.55) 0.000 
38. Patients and families, in accordance 
with patient preference, have easy 
access to the medical record/chart. 
Point 1 157 1 4 2.78 (0.84) -0.36 0.19 -0.26 0.38 3 (1) (2.62, 2.87) 0.000 
Point 2 132 1 4 2.88 (0.81) -0.21 0.21 -0.60 0.42 3 (1) (2.74, 3.02) 0.000 
39. Patients and families, in accordance 
with patient preference, have the 
opportunity to record observations and 
concerns in the medical record/chart. 
Point 1 157 1 4 2.75 (0.82) -0.36 0.19 -0.26 0.38 3 (0) (2.97, 3.17) 0.000 
Point 2 132 1 4 2.8 (0.88) -0.22 0.21 -0.71 0.42 3 (1) (2.65, 2.95) 0.000 
40. Language used in documentation 
promotes recognition of the strengths 
and competence of patients and their 
families. 
Point 1 159 1 4 3.07 (0.66) -0.34 0.19 0.30 0.38 3 (0) (2.97, 3.17) 0.000 
Point 2 132 1 4 3.14 (0.7) -1.02 0.21 2.20 0.42 3 (1) (3.02, 3.26) 0.000 
41. Patients and families are offered a 
means to collect and organise important 
information regarding the patient that 
they can share with other providers. 
Point 1 158 1 4 3.14 (0.65) -0.43 0.19 0.45 0.38 3 (0) (3.04, 3.24) 0.000 
Point 2 132 1 4 3.23 (0.64) -0.61 0.21 1.02 0.42 3 (1) (3.12, 3.35) 0.000 
Quality improvement 
         
   
42. Indicators for patient and family-centred 
practice (e.g. satisfaction with care) are 
measured and reported.  
Point 1 160 1 4 3.2 (0.56) -0.40 0.19 2.09 0.38 3 (1) (3.11, 3.29) 0.000 
Point 2 132 1 4 3.36 (0.58) -0.25 0.21 -0.68 0.42 3 (1) (3.26, 3.46) 0.000 
43.Changes are made to the way we 
deliver care as a response to patient and 
family feedback 
 
Point 1 160 1 4 3.28 (0.61) -0.74 0.19 1.97 0.38 3 (1) (3.18, 3.37) 0.000 
Point 2 131 1 4 3.39 (0.6) -0.64 0.21 0.66 0.42 3 (1) (3.29, 3.49) 0.000 
Personnel practices 
         
  
 
44. In-service programs support staff in 
acquiring patient and family-centred 
knowledge, skills and attitudes, 
specifically around how to share 
Point 1 160 1 4 3.25 (0.57) -0.46 0.19 1.79 0.38 3 (1) (3.16, 3.34) 0.000 
Point 2 132 1 4 3.44 (0.51) 0.07 0.21 -1.60 0.42 3 (1) (3.35, 3.53) 0.000 
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Na Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Med 
(IQR) 
95% CIb K-Sc 
information with patients and families 
about errors. 
45. In-service programs support staff in 
acquiring patient and family-centred 
knowledge, skills and attitudes, 
specifically around how to support 
patients’ and families’ coping strategies. 
Point 1 160 1 4 3.37 (0.58) -0.65 0.19 1.72 0.38 3 (1) (3.28, 3.46) 0.000 
Point 2 132 1 4 3.48 (0.52) -0.11 0.21 -1.60 0.42 3 (1) (3.4, 3.57) 0.000 
46. In-service programs support staff in 
acquiring patient and family-centred 
knowledge, skills and attitudes, 
specifically around how to support 
patients and families with end-of-life 
decision-making 
Point 1 158 1 4 3.47 (0.57) -0.52 0.19 0.78 0.38 3 (1) (3.38, 3.56) 0.000 
Point 2 131 1 4 3.56 (0.51) -0.41 0.21 -1.44 0.42 4 (1) (3.47, 3.65) 0.000 
47. There are rewards and recognition for 
patient- and family-centred practice 
Point 1 159 1 4 3.18 (0.68) -0.60 0.19 0.66 0.38 3 (1) (3.07, 3.28) 0.000 
Point 2 128 1 4 3.41 (0.61) -0.73 0.21 0.71 0.42 3 (1) (3.31, 3.52) 0.000 
Environment and design 
           
0.000 
48. The overall design of the unit creates a 
healing environment through the use of 
appropriate colour, lighting, art and 
furnishings 
Point 1 157 1 4 3.59 (3.38) 11.91 0.19 146.77 0.38 3 (1) (3.05, 4.12) 0.000 
Point 2 131 1 4 3.47 (0.59) -0.83 0.21 1.01 0.42 4 (1) (3.37, 3.57) 0.000 
49. There are comfortable, equipped and 
private spaces for families to rest 
 
 
Point 1 160 1 4 3.39 (0.59) -0.56 0.19 0.44 0.38 3 (1) (3.29, 3.48) 0.000 
Point 2 133 1 4 3.52 (0.52) -0.24 0.21 -1.56 0.42 4 (1) (3.43, 3.61) 0.000 
50. The physical environment is well 
maintained. 
Point 1 159 1 4 3.53 (0.5) -0.11 0.19 -2.01 0.38 4 (1) (3.45, 3.61) 0.000 
Point 2 133 1 4 3.59 (0.49) -0.39 0.21 -1.88 0.42 4 (1) (3.51, 3.68) 0.000 
a Point 1 N = 169, Point 2 N = 137; b Confidence interval: (lower, upper); c Kolmogorov-Smirnov statistic 
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Appendix V: PFCC (Part B): Importance placed on patient and family-centred care practices - Paired t-tests on all items (Point 1 
and Point 2)  
“How important is this to you?” 
 
Total samplea Matched sample 
(N = 121) 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIb  df P 
value  
Cohen's 
d 
Effect 
size 
Leadership             
1. My hospital’s commitment to 
patient-centered care is formally 
and consistently communicated 
with patients, families, staff, and 
leadership (e.g. mission statement, 
core values). 
Point 1 160 3.48 (0.57)  3.51 (0.57) -0.03 (0.64) -0.45 (-0.15, 0.09) 110 0.657 0.05 
 
Point 2 131 3.49 (0.57) 111 3.49 (0.57) 
       
2. Leaders of my unit, through their 
words and actions, consistently 
convey that the patient’s and 
family’s experience of care 
matters, that it is important to 
quality, safety, and the best 
outcomes. 
Point 1 161 3.53 (0.51) 
 
3.54 (0.52) 0.05 (0.64) 0.88 (-0.07, 0.17) 111 0.379 0.10 
 
Point 2 131 3.61 (0.5) 112 3.6 (0.51) 
       
3. Leaders of the unit, through their 
words and actions, encourage and 
support all staff in practicing 
patient- and family-centred care. 
Point 1 159 3.63 (0.51) 
 
3.65 (0.5) -0.02 (0.53) -0.36 (-0.12, 0.08,) 108 0.717 0.04 
 
Point 2 130 3.65 (0.48) 109 3.63 (0.48) 
       
Philosophy of care             
4. The unit has clearly stated 
principles or values guiding how 
care will be provided and what is 
Point 1 161 3.32 (0.6) 
 
3.36 (0.6) -0.03 (0.74) -0.38 (-0.17, 0.11) 111 0.703 0.04 
 
Point 2 131 3.34 (0.59) 112 3.33 (0.59) 
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“How important is this to you?” 
 
Total samplea Matched sample 
(N = 121) 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIb  df P 
value  
Cohen's 
d 
Effect 
size 
expected regarding the experience 
of care (e.g., philosophy of care, 
vision, mission, and/or values 
statements). 
5. The philosophy of care is shared 
with patients and families in a 
variety of ways (e.g., patient and 
family hand book, admission 
materials, hospital/unit web page, 
in-house television programming) 
Point 1 161 3.19 (0.57) 
 
3.2 (0.58) -0.02 (0.75) -0.25 (-0.16, 0.12) 111 0.801 0.03 
 
Point 2 131 3.21 (0.64) 112 3.18 (0.63) 
       
6. Patient and family-centred care is 
discussed at orientation to my unit. 
Point 1 161 3.33 (0.53) 
 
3.32 (0.52) 0.08 (0.63) 1.35 (-0.04, 0.20) 111 0.181 0.15 
 
Point 2 131 3.41 (0.51) 112 3.4 (0.51) 
       
7. Patient and family-centred care is 
regularly reinforced through 
performance appraisal. 
Point 1 161 3.29 (0.55) 
 
3.29 (0.58) 0.07 (0.64) 1.18 (-0.05, 0.19) 110 0.240 0.12 
 
Point 2 130 3.38 (0.56) 111 3.36 (0.57) 
       
Patients and families as leaders and advisors 
8. Patients and family members 
participate as members on hospital 
committees. 
Point 1 160 2.96 (0.64) 
 
3.02 (0.62) 0.04 (0.8) 0.48 (-0.11, 0.19) 110 0.635 0.06 
 
Point 2 131 3.08 (0.76) 111 3.05 (0.78) 
       
9. Patients and families who 
experienced care in the unit are 
trained and supported to provide 
peer support to other families in my 
unit. 
Point 1 157 2.84 (0.71) 
 
2.81 (0.67) 0.07 (0.79) 0.97 (-0.08, 0.23)  107 0.334 0.11 
 
Point 2 130 2.94 (0.79) 108 2.89 (0.81) 
       
10. Patients and families are involved 
in staff orientation and continuing 
education for the unit. 
Point 1 157 2.69 (0.76) 
 
2.69 (0.74) 0.13 (0.87) 1.56 (-0.04, 0.29) 107 0.123 0.17 
 
Point 2 130 2.89 (0.81) 108 2.82 (0.81) 
       
Point 1 160 3.06 (0.72) 
 
3.07 (0.72) 0.15 (0.73) 2.21 (0.02, 0.29) 110 0.029 0.21 small 
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“How important is this to you?” 
 
Total samplea Matched sample 
(N = 121) 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIb  df P 
value  
Cohen's 
d 
Effect 
size 
11. There is a staff member assigned 
to serve as a liaison for 
collaborative endeavours with 
patients and families. 
Point 2 131 3.26 (0.69) 111 3.23 (0.7) 
       
Patterns of care             
12. Family members are not viewed as 
visitors; they are always welcome 
to be present and fully participate 
in care in accordance with patient 
preference. 
Point 1 162 3.22 (0.55) 
 
3.23 (0.54) 0.02 (0.7) 0.27 (-0.11, 0.15)  111 0.787 0.03 
 
Point 2 131 3.28 (0.6) 112 3.25 (0.59) 
       
13. Staff acknowledge the individuality, 
culture, capacity, and abilities of 
each patient and family. 
Point 1 162 3.52 (0.51) 
 
3.57 (0.5) -0.01 (0.64) -0.15 (-0.13, 0.11)  111 0.882 0.02 
 
Point 2 131 3.57 (0.51) 112 3.56 (0.52) 
       
14. Staffing patterns promote 
continuity of care for patients and 
families. 
Point 1 161 3.32 (0.54) 
 
3.29 (0.55) 0.04 (0.63) 0.60 ( -0.08, 0.15)  112 0.549 0.06 
 
Point 2 132 3.36 (0.61) 113 3.33 (0.62) 
       
15. Families can remain with patients, 
in accordance with patient 
preference, during handover. 
Point 1 161 3.19 (0.62) 
 
3.19 (0.65) -0.04 (0.83) -0.45 ( -0.19, 0.12)  112 0.653 0.05 
 
Point 2 131 3.13 (0.7) 113 3.15 (0.73) 
       
16. During medical and nursing 
rounds, in accordance with patient 
preference, families can choose to 
remain with the patient. 
Point 1 161 3.26 (0.6) 
 
3.28 (0.6) 0.02 (0.77) 0.25 (-0.13, 0.16)  111 0.807 0.03 
 
Point 2 131 3.31 (0.67) 112 3.29 (0.69) 
       
17. During rounds or handovers, in 
accordance with patient 
preference, families can choose to 
actively participate. 
Point 1 160 3.19 (0.61) 
 
3.18 (0.62) 0.15 (0.7) 2.29 (0.02, 0.28) 111 0.024 0.25 small 
Point 2 132 3.35 (0.68) 112 3.33 (0.69) 
       
Point 1 161 3.4 (0.57) 
 
3.42 (0.55) 0.06 (0.63) 1.04 (-0.06, 0.18) 112 0.299 0.11 
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“How important is this to you?” 
 
Total samplea Matched sample 
(N = 121) 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIb  df P 
value  
Cohen's 
d 
Effect 
size 
18. Patients’ choices, about whether to 
have family members present are 
respected and supported during 
such situations as examinations 
and procedures. 
Point 2 132 3.49 (0.55) 113 3.48 (0.55) 
       
19. Staff ask patients and families 
about their observations, goals, 
and priorities and incorporate these 
in the care plan. 
Point 1 161 3.37 (0.52) 
 
3.38 (0.52) 0.02 (0.58) 0.32 (-0.09, 0.13)  113 0.747 0.03 
 
Point 2 133 3.4 (0.58) 114 3.39 (0.59) 
       
20. Staff collaborate with the patient 
and family in assessment and 
management of pain. 
Point 1 161 3.42 (0.51) 
 
3.46 (0.52) 0.03 (0.6) 0.47 (-0.09, 0.14)  113 0.641 0.05 
 
Point 2 133 3.5 (0.5) 114 3.48 (0.5) 
       
21. Communication among patients, 
families, and staff is ongoing and 
offered in a variety of formats (e.g., 
chart, email, bulletin boards at 
patient’s bedside, pagers, 
telephone contact). 
Point 1 161 3.35 (0.54) 
 
3.37 (0.55) 0.01 (0.56) 0.17 (-0.09, 0.11) 113 0.867 0.02 
 
Point 2 133 3.37 (0.56) 114 3.38 (0.5) 
       
22. There is open disclosure by staff 
with the patient and family, 
regarding all errors whether or not 
adverse events occur in written 
policy. 
Point 1 159 3.28 (0.54) 
 
3.26 (0.57) 0 (0.74) 0.00 (-0.14, 0.14) 110 1.000 0.00 
 
Point 2 131 3.27 (0.58) 111 3.26 (0.58) 
       
23. There is open disclosure by staff 
with the patient and family, 
regarding all errors whether or not 
adverse events occur in actual 
practice. 
Point 1 159 3.33 (0.5) 
 
3.32 (0.51) 0.01 (0.68) 0.14 (-0.12, 0.14)  111 0.889 0.02 
 
Point 2 131 3.34 (0.54) 112 3.33 (0.54) 
       
Point 1 157 3.34 (0.56) 
 
3.34 (0.55) 0.07 (0.69) 1.11 (0.06, 0.20)  108 0.269 0.13 
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“How important is this to you?” 
 
Total samplea Matched sample 
(N = 121) 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIb  df P 
value  
Cohen's 
d 
Effect 
size 
24. Patients and families, in 
accordance with patient 
preference, have the opportunity to 
participate in multidisciplinary 
meetings to plan care. 
Point 2 132 3.42 (0.54) 109 3.41 (0.55) 
       
25. Families are encouraged to help or 
provide personal care for the 
patient throughout the patient’s 
hospitalisation. 
Point 1 161 3.3 (0.58) 
 
3.3 (0.56) 0.03 (0.62) 0.46 (-0.09, 0.14)  113 0.649 0.05 
 
Point 2 133 3.32 (0.54) 114 3.32 (0.56) 
       
26. There are supportive procedures 
for resolving disputes between 
patients, families, and staff. 
Point 1 161 3.42 (0.53) 
 
3.4 (0.53) 0.11 (0.6) 1.87 (-0.01, 0.22)  113 0.064 0.20 
 
Point 2 133 3.53 (0.53) 114 3.51 (0.54) 
       
Information/education of patients and families 
27. There is continual, open, and 
honest communication among 
patients, families, and staff. 
Point 1 161 3.48 (0.51) 
 
3.52 (0.52) 0.06 (0.58) 1.12 (-0.05, 0.17)  113 0.264 0.12 
 
Point 2 133 3.58 (0.5) 114 3.58 (0.5) 
       
28. Patients and families, in 
accordance with patient 
preference, receive complete and 
unbiased information to make 
informed decisions about care. 
Point 1 160 3.49 (0.54) 
 
3.48 (0.55) 0.10 (0.64) 1.62 (-0.02, 0.22)  112 0.109 0.18 
 
Point 2 133 3.59 (0.54) 113 3.58 (0.55) 
       
29. The unit’s information and 
educational materials reinforce the 
belief that patients and families are 
essential members of the health 
care team. 
 
Point 1 160 3.42 (0.51) 
 
3.41 (0.51) 0.04 (0.66) 0.71 (-0.08, 0.17)  112 0.477 0.09 
 
Point 2 133 3.47 (0.57) 113 3.45 (0.58) 
       
Point 1 161 3.45 (0.52) 
 
3.44 (0.53) 0 (0.64) 0.00 (-0.12, 0.12) 113 1.000 0.00 
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“How important is this to you?” 
 
Total samplea Matched sample 
(N = 121) 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIb  df P 
value  
Cohen's 
d 
Effect 
size 
30. Written information is provided in 
primary languages and appropriate 
literacy levels of patients and 
families served by the unit. 
Point 2 133 3.45 (0.54) 114 3.44 (0.55) 
       
31. Patients and families who 
experienced care in the unit are 
involved in developing and 
evaluating informational / 
educational materials and 
programs for patients and families. 
Point 1 161 3.23 (0.62) 
 
3.19 (0.64) 0.01 (0.8) 0.12 (-0.14, 0.16)  113 0.907 0.01 
 
Point 2 133 3.24 (0.65) 114 3.2 (0.67) 
       
Patient and Family Support             
32. Staff or trained volunteer support is 
available to ensure that visits by 
extended family members, 
including children, are positive 
experiences. 
Point 1 160 3.31 (0.51) 
 
3.34 (0.53) 0.01 (0.68) 0.14 (-0.12, 0.14) 111 0.889 0.02 
 
Point 2 131 3.37 (0.62) 112 3.35 (0.63) 
       
33. There is a range of emotional, 
spiritual, and practical support 
available to patients and families. 
Point 1 161 3.43 (0.52) 
 
3.49 (0.54) -0.04 (0.6) -0.63 (-0.15, 0.08)  112 0.529 0.07 
 
Point 2 132 3.48 (0.52) 113 3.45 (0.52) 
       
34. Financial support (e.g., for parking, 
transportation, accommodation, 
meals, etc.) is available to help 
families with special financial 
needs served by the unit. 
Point 1 161 3.37 (0.55) 
 
3.35 (0.55) 0.09 (0.73) 1.29 (-0.05, 0.22)  112 0.198 0.16 
 
Point 2 132 3.45 (0.56) 113 3.44 (0.57) 
       
35. Before discharge from the unit, 
patients and families are linked 
with appropriate medical, 
educational, and support services 
Point 1 161 3.53 (0.51) 
 
3.53 (0.52) 0.1 (0.6) 1.73 (-0.01, 0.21) 112 0.086 0.19 
 
Point 2 131 3.64 (0.48) 113 3.63 (0.49) 
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“How important is this to you?” 
 
Total samplea Matched sample 
(N = 121) 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIb  df P 
value  
Cohen's 
d 
Effect 
size 
such as rehabilitation services and 
family support programs 
Charting and documentation             
36. Patients’ goals are identified and 
documented. 
Point 1 159 3.46 (0.52) 
 
3.48 (0.54) 0.06 (0.54) 1.22 (-0.04, 0.17)  110 0.225 0.12 
 
Point 2 132 3.55 (0.5) 111 3.54 (0.5) 
       
37. Families’ goals are identified and 
documented. 
Point 1 160 3.23 (0.59) 
 
3.28 (0.62) 0.16 (0.6) 2.87 (0.05, 0.27)  110 0.005 0.26 small 
Point 2 131 3.45 (0.56) 111 3.44 (0.55) 
       
38. Patients and families, in 
accordance with patient 
preference, have easy access to 
the medical record/chart. 
Point 1 157 2.78 (0.84) 
 
2.75 (0.87) 0.11 (0.91) 1.25 (-0.06, 0.28)  110 0.212 0.12 
 
Point 2 132 2.88 (0.81) 111 2.86 (0.83)  
      
39. Patients and families, in 
accordance with patient 
preference, have the opportunity to 
record observations and concerns 
in the medical record/chart. 
Point 1 157 2.75 (0.82) 
 
2.71 (0.85) 0.05 (0.93) 0.51 (-0.13, 0.22)  110 0.610 0.05 
 
Point 2 132 2.8 (0.88) 111 2.76 (0.89) 
       
40. Language used in documentation 
promotes recognition of the 
strengths and competence of 
patients and their families. 
Point 1 159 3.07 (0.66) 
 
3.04 (0.69) 0.02 (0.86) 0.22 (-0.14, 0.18)  112 0.826 0.03 
 
Point 2 132 3.14 (0.7) 113 3.06 (0.7) 
       
41. Patients and families are offered a 
means to collect and organise 
important information regarding the 
patient that they can share with 
other providers. 
 
Point 1 158 3.14 (0.65) 
 
3.16 (0.67) 0.05 (0.74) 0.64 (-0.09, 0.18)  110 0.524 0.07 
 
Point 2 132 3.23 (0.64) 111 3.21 (0.62) 
       
Quality improvement             
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“How important is this to you?” 
 
Total samplea Matched sample 
(N = 121) 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIb  df P 
value  
Cohen's 
d 
Effect 
size 
42. Indicators for patient and family-
centred practice (e.g. satisfaction 
with care) are measured and 
reported.  
Point 1 160 3.2 (0.56) 
 
3.2 (0.57) 0.12 (0.68) 1.93 (0, 0.25) 112 0.054 0.22 small 
Point 2 132 3.36 (0.58) 113 3.33 (0.59) 
       
43. Changes are made to the way we 
deliver care as a response to 
patient and family feedback 
Point 1 160 3.28 (0.61) 
 
3.26 (0.63) 0.10 (0.71) 1.46 (-0.03, 0.23) 111 0.146 0.16 
 
Point 2 131 3.39 (0.6) 112 3.36 (0.61) 
       
Personnel practices             
44. In-service programs support staff in 
acquiring patient and family-
centred knowledge, skills and 
attitudes, specifically around how 
to share information with patients 
and families about errors. 
Point 1 160 3.25 (0.57) 
 
3.29 (0.53) 0.13 (0.63) 2.10 (0.01, 0.24)  111 0.038 0.24 small 
Point 2 132 3.44 (0.51) 112 3.41 (0.51) 
       
45. In-service programs support staff in 
acquiring patient and family-
centred knowledge, skills and 
attitudes, specifically around how 
to support patients’ and families’ 
coping strategies. 
Point 1 160 3.37 (0.58) 
 
3.41 (0.53) 0.05 (0.7) 0.82 (-0.08, 0.18) 111 0.417 0.10 
 
Point 2 132 3.48 (0.52) 112 3.46 (0.52) 
       
46. In-service programs support staff in 
acquiring patient and family-
centred knowledge, skills and 
attitudes, specifically around how 
to support patients and families 
with end-of-life decision-making 
Point 1 158 3.47 (0.57) 
 
3.5 (0.55) 0.04 (0.7) 0.54 (-0.10, 0.17)  109 0.589 0.07 
 
Point 2 131 3.56 (0.51) 110 3.54 (0.52) 
       
47. There are rewards and recognition 
for patient- and family-centred 
practice 
Point 1 159 3.18 (0.68) 
 
3.22 (0.65) 0.17 (0.7) 2.46 (0.03, 0.30)  107 0.015 0.26 small 
Point 2 128 3.41 (0.61) 108 3.39 (0.62) 
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“How important is this to you?” 
 
Total samplea Matched sample 
(N = 121) 
Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIb  df P 
value  
Cohen's 
d 
Effect 
size 
Environment and design             
48. The overall design of the unit 
creates a healing environment 
through the use of appropriate 
colour, lighting, art and furnishings 
Point 1 157 3.59 (3.38) 
 
3.69 (4.02) -0.22 (4.09) -0.56 (-0.99, 0.56) 109 0.577 0.05 
 
Point 2 131 3.47 (0.59) 110 3.47 (0.6) 
       
49. There are comfortable, equipped 
and private spaces for families to 
rest 
Point 1 160 3.39 (0.59) 
 
3.36 (0.6) 0.14 (0.71) 2.13 (0.01, 0.27) 112 0.035 0.24 small 
Point 2 133 3.52 (0.52) 113 3.5 (0.52) 
       
50. The physical environment is well 
maintained. 
Point 1 159 3.53 (0.5) 
 
3.53 (0.5) 0.06 (0.62) 1.07 (-0.05, 0.18)  112 0.288 0.12 
 
Point 2 133 3.59 (0.49) 113 3.59 (0.49) 
       
Note: Pairwise deletion was used accounting for differences in the total number of responses (sample) per subscale; a Point 1 N = 169, Point 2 N = 137; b 
Confidence interval: (lower, upper) 
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Appendix W: SAQ: Measures of central tendency and dispersion at Point 1 and Point 2 
Subscale (No. of 
items) 
Pointa N Range Min. Max. Mean (SD) 95% CIb Median (IQR) Skewness (SE) Kurtosis (SE) K-Sc 
Teamwork Climate (6) Point 1 163 3.00 2.00 5 3.94 (0.63) 3.84, 4.03 4.00 (0.83) -0.64 (0.19) 0.74 (0.38) .001  
Point 2 137 3.33 1.67 5 3.79 (0.69) 3.67, 3.90 3.83 (0.83) -0.73 (0.21) 0.46 (0.41) < .000 
            
Safety Climate (7) Point 1 163 3.86 1.14 5 3.89 (0.6) 3.80, 3.98 3.86 (0.71) -0.64 (0.19) 2.1 (0.38) .003  
Point 2 137 3.86 1.14 5 3.8 (0.61) 3.70, 3.90 3.86 (0.71) -0.79 (0.21) 2.05 (0.41) .001 
            
Job Satisfaction (5) Point 1 163 3.40 1.60 5 4.13 (0.72) 4.02, 4.24 4.20 (1) -0.9 (0.19) 1.14 (0.38) < .000  
Point 2 137 4.00 1.00 5 3.88 (0.87) 3.73, 4.03 4.00 (1.10) -1.02 (0.21) 0.93 (0.41) < .000 
            
Stress Recognition (4) Point 1 164 3.75 1.25 5 3.97 (0.73) 3.86, 4.08 4.00 (1) -0.68 (0.19) 0.55 (0.38) .001  
Point 2 137 3.75 1.25 5 4.01 (0.75) 3.88, 4.13 4.00 (1.25) -0.8 (0.21) 0.75 (0.41) < .000 
            
Perceptions of 
management  
Point 1 
163 4.00 1.00 5 3.33 (0.81) 3.20, 3.45 3.25 (0.75) -0.35 (0.19) 0.44 (0.38) < .000  
Point 2 137 4.00 1.00 5 3.06 (0.78) 2.93, 3.19 3.00 (1.13) -0.15 (0.21) -0.26 (0.41) .003 
            
Working Conditions (4) Point 1 163 3.50 1.50 5 3.64 (0.86) 3.50, 3.77 3.75 (1.25) -0.47 (0.19) -0.21 (0.38) < .000  
Point 2 137 4.00 1.00 5 3.32 (0.89) 3.17, 3.47 3.50 (1.25) -0.45 (0.21) -0.19 (0.41) < .000 
a Point 1: N = 169; Point 2: N = 137; b  Confidence interval lower, upper; c Kolmogorov-Smirnov test 
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Appendix X: PFCC Part A: Perceived workforce PFCC practices - Measures of central tendency and distribution on total sample 
  
N Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Median 
(IQR) 
95% CIa K-Sb 
Leadership             
1. My hospital’s commitment to 
patient-centered care is 
formally and consistently 
communicated with patients, 
families, staff, and 
leadership (e.g. mission 
statement, core values). 
Point 1 157 1 4 3.2 (0.73) -0.736 0.194 0.503 0.385 3 (1) (3.09, 3.32) 0.000 
Point 2 135 1 4 3.11 (0.75) -0.832 0.209 0.981 0.414 3 (1) (3.01, 3.27) 0.000 
2. Leaders of my unit, through 
their words and actions, 
consistently convey that the 
patient’s and family’s 
experience of care matters, 
that it is important to quality, 
safety, and the best 
outcomes. 
Point 1 159 1 4 3.32 (0.66) -0.723 0.192 0.648 0.383 3 (1) (3.22, 3.42) 0.000 
Point 2 134 1 4 3.1 (0.67) -0.266 0.209 -0.196 0.416 3 (1) (3.02, 3.26) 0.000 
3. Leaders of the unit, through 
their words and actions, 
encourage and support all 
staff in practicing patient- 
and family-centred care. 
Point 1 157 1 4 3.29 (0.71) -0.584 0.194 -0.402 0.385 3 (1) (3.18, 3.40) 0.000 
Point 2 135 1 4 3.11 (0.69) -0.566 0.209 0.673 0.414 3 (1) (3.01, 3.24) 0.000 
Philosophy of care             
4. The unit has clearly stated 
principles or values guiding 
how care will be provided 
and what is expected 
Point 1 160 1 4 3.2 (0.71) -0.63 0.192 0.348 0.381 3 (1) (3.09, 3.31) 0.000 
Point 2 135 1 4 3.05 (0.76) -0.612 0.209 0.344 0.414 3 (1) (2.95, 3.21) 0.000 
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N Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Median 
(IQR) 
95% CIa K-Sb 
regarding the experience of 
care (e.g., philosophy of 
care, vision, mission, and/or 
values statements). 
5. The philosophy of care is 
shared with patients and 
families in a variety of ways 
(e.g., patient and family hand 
book, admission materials, 
hospital/unit web page, in-
house television 
programming)( 
Point 1 157 1 4 3.04 (0.72) -0.482 0.194 0.29 0.385 3 (1) (2.93, 3.15) 0.000 
Point 2 134 1 4 2.96 (0.77) -0.416 0.209 -0.125 0.416 3 (0) (2.87, 3.16) 0.000 
6. Patient and family-centred 
care is discussed at 
orientation to my unit. 
Point 1 152 1 4 3.01 (0.84) -0.485 0.197 -0.424 0.391 3 (2) (2.87, 3.14) 0.000 
Point 2 128 1 4 2.75 (0.9) -0.217 0.214 -0.721 0.425 3 (1) (2.71, 3.09) 0.000 
7. Patient and family-centred 
care is regularly reinforced 
through performance 
appraisal. 
Point 1 150 1 4 3.05 (0.78) -0.34 0.198 -0.604 0.394 3 (1) (2.92, 3.17) 0.000 
Point 2 129 1 4 2.74 (0.85) -0.155 0.213 -0.625 0.423 3 (1) (2.65, 3.01) 0.000 
8. Patients and family members 
participate as members on 
hospital committees. 
Point 1 104 1 4 2.82 (0.93) -0.358 0.237 -0.726 0.469 3 (2) (2.64, 3.00) 0.000 
Point 2 87 1 4 2.91 (0.94) -0.598 0.258 -0.421 0.511 3 (2) (3.46, 3.91) 0.000 
9. Patients and families who 
experienced care in the unit 
are trained and supported to 
provide peer support to other 
families in my unit. 
Point 1 110 1 4 2.55 (0.99) 0.019 0.23 -1.034 0.457 2.5 (1) (2.37, 2.74) 0.000 
Point 2 99 1 4 2.39 (1.06) 0.047 0.243 -1.221 0.481 2 (2) (2.81, 3.35) 0.000 
10. Patients and families are 
involved in staff orientation 
Point 1 115 1 4 2.32 (0.98) 0.285 0.226 -0.884 0.447 2 (1) (2.14, 2.50) 0.000 
Point 2 106 1 4 2.25 (1.04) 0.343 0.235 -1.045 0.465 2 (2) (2.53, 3.06) 0.000 
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N Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Median 
(IQR) 
95% CIa K-Sb 
and continuing education for 
the unit. 
11. There is a staff member 
assigned to serve as a 
liaison for collaborative 
endeavours with patients 
and families. 
Point 1 120 1 4 2.85 (1) -0.408 0.221 -0.922 0.438 3 (2) (2.67, 3.03) 0.000 
Point 2 108 1 4 2.6 (1.13) -0.119 0.233 -1.366 0.461 3 (2) (2.80, 3.30) 0.000 
Patterns of care             
12. Family members are not 
viewed as visitors; they are 
always welcome to be 
present and fully participate 
in care in accordance with 
patient preference. 
Point 1 157 1 4 2.9 (0.85) -0.317 0.194 -0.63 0.385 3 (2) (2.77, 3.04) 0.000 
Point 2 134 1 4 2.71 (0.88) 0.142 0.209 -0.993 0.416 3 (1) 
 
(2.54, 2.87) 0.000 
13. Staff acknowledge the 
individuality, culture, 
capacity, and abilities of 
each patient and family. 
Point 1 159 1 4 3.42 (0.67) -0.843 0.192 0.153 0.383 4 (1) (3.31, 3.52) 0.000 
Point 2 134 1 4 3.26 (0.69) -0.537 0.209 -0.247 0.416 3 (1) (3.12, 3.38) 0.000 
14. Staffing patterns promote 
continuity of care for patients 
and families. 
Point 1 158 1 4 3.11 (0.76) -0.534 0.193 -0.107 0.384 3 (1) (2.99, 3.23) 0.000 
Point 2 134 1 4 2.9 (0.8) -0.53 0.209 0.039 0.416 3 (1) (2.76, 3.06) 0.000 
15. Families can remain with 
patients, in accordance with 
patient preference, during 
handover. 
Point 1 158 1 4 2.91 (0.95) -0.625 0.193 -0.469 0.384 3 (2) (2.76, 3.06) 0.000 
Point 2 136 1 4 2.92 (0.94) -0.643 0.208 -0.397 0.413 3 (2) (2.75, 3.10) 0.000 
16. During medical and nursing 
rounds, in accordance with 
patient preference, families 
Point 1 157 1 4 3.09 (0.84) -0.906 0.194 0.584 0.385 3 (1) (2.96, 3.22) 0.000 
Point 2 134 1 4 3.13 (0.8) -0.772 0.209 0.351 0.416 3 (1) (2.98, 3.28) 0.000 
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N Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Median 
(IQR) 
95% CIa K-Sb 
can choose to remain with 
the patient. 
17. During rounds or handovers, 
in accordance with patient 
preference, families can 
choose to actively 
participate. 
Point 1 154 1 4 3.01 (0.83) -0.852 0.195 0.535 0.389 3 (1) (2.88, 3.15) 0.000 
Point 2 135 1 4 2.96 (0.84) -0.617 0.209 -0.028 0.414 3 (1) (2.81, 3.12) 0.000 
18. Patients’ choices, about 
whether to have family 
members present are 
respected and supported 
during such situations as 
examinations and 
procedures. 
Point 1 155 1 4 3.24 (0.8) -0.845 0.195 0.187 0.387 3 (1) (3.11, 3.37) 0.000 
Point 2 135 1 4 3.19 (0.79) -0.89 0.209 0.613 0.414 3 (1) (3.05, 3.33) 0.000 
19. Staff ask patients and 
families about their 
observations, goals, and 
priorities and incorporate 
these in the care plan. 
Point 1 154 1 4 3.15 (0.72) -0.444 0.195 -0.262 0.389 3 (1) (3.03, 3.26) 0.000 
Point 2 136 1 4 2.96 (0.71) -0.194 0.208 -0.354 0.413 3 (0) (2.84, 3.11) 0.000 
20. Staff collaborate with the 
patient and family in 
assessment and 
management of pain. 
Point 1 157 2 4 3.31 (0.62) -0.302 0.194 -0.632 0.385 3 (1) (3.21, 3.40) 0.000 
Point 2 136 1 4 3.11 (0.7) -0.42 0.208 0.056 0.413 3 (1) (3.01, 3.27) 0.000 
21. Communication among 
patients, families, and staff is 
ongoing and offered in a 
variety of formats (e.g., 
chart, email, bulletin boards 
Point 1 155 1 4 3.13 (0.72) -0.516 0.195 0.115 0.387 3 (1) (3.02, 3.24) 0.000 
Point 2 130 1 4 2.95 (0.85) -0.521 0.212 -0.283 0.422 3 (2) (2.88, 3.22) 0.000 
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N Min. Max. Mean (SD) Skewness Std. 
Error 
Kurtosis Std. 
Error 
Median 
(IQR) 
95% CIa K-Sb 
at patient’s bedside, pagers, 
telephone contact). 
22. There is open disclosure by 
staff with the patient and 
family, regarding all errors 
whether or not adverse 
events occur in written 
policy. 
Point 1 131 1 4 3.13 (0.73) -0.57 0.212 0.226 0.42 3 (1) (3.00, 3.26) 0.000 
Point 2 96 1 4 3.01 (0.8) -0.646 0.246 0.229 0.488 3 (1) (3.41, 3.82) 0.000 
23. There is open disclosure by 
staff with the patient and 
family, regarding all errors 
whether or not adverse 
events occur in actual 
practice. 
Point 1 130 1 4 3.03 (0.73) -0.542 0.212 0.415 0.422 3 (0) (2.90, 3.16) 0.000 
Point 2 112 1 4 2.93 (0.72) -0.337 0.228 0.055 0.453 3 (0) (3.09, 3.47) 0.000 
24. Patients and families, in 
accordance with patient 
preference, have the 
opportunity to participate in 
multidisciplinary meetings to 
plan care. 
Point 1 145 1 4 3.24 (0.68) -0.745 0.201 0.981 0.400 3 (1) (3.13, 3.35) 0.000 
Point 2 124 1 4 3.15 (0.74) -0.85 0.217 1.068 0.431 3 (1) (3.12, 3.44) 0.000 
25. Families are encouraged to 
help or provide personal 
care for the patient 
throughout the patient’s 
hospitalisation. 
Point 1 154 1 4 3.18 (0.72) -0.593 0.195 0.149 0.389 3 (1) (3.06, 3.29) 0.000 
Point 2 132 1 4 2.99 (0.7) -0.389 0.211 0.191 0.419 3 (0) (2.89, 3.19) 0.000 
26. There are supportive 
procedures for resolving 
disputes between patients, 
families, and staff. 
Point 1 143 2 4 3.3 (0.59) -0.207 0.203 -0.586 0.403 3 (1) (3.20, 3.40) 0.000 
Point 2 127 1 4 2.98 (0.78) -0.567 0.215 0.178 0.427 3 (0) (2.94, 3.28) 0.000 
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Kurtosis Std. 
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(IQR) 
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27. There is continual, open, and 
honest communication 
among patients, families, 
and staff. 
Point 1 158 2 4 3.27 (0.64) -0.299 0.193 -0.659 0.384 3 (1) (3.17, 3.37) 0.000 
Point 2 135 1 4 3.13 (0.68) -0.461 0.209 0.311 0.414 3 (1) (3.04, 3.29) 0.000 
28. Patients and families, in 
accordance with patient 
preference, receive complete 
and unbiased information to 
make informed decisions 
about care. 
Point 1 158 1 4 3.27 (0.61) -0.391 0.193 0.289 0.384 3 (1) (3.17, 3.36) 0.000 
Point 2 134 1 4 3.17 (0.64) -0.345 0.209 0.118 0.416 3 (1) (3.08, 3.33) 0.000 
29. The unit’s information and 
educational materials 
reinforce the belief that 
patients and families are 
essential members of the 
health care team. 
Point 1 151 1 4 3.19 (0.72) -0.522 0.197 -0.152 0.392 3 (1) (3.08, 3.31) 0.000 
Point 2 130 1 4 3.05 (0.73) -0.449 0.212 0.045 0.422 3 (1) (2.98, 3.27) 0.000 
30. Written information is 
provided in primary 
languages and appropriate 
literacy levels of patients and 
families served by the unit. 
Point 1 149 1 4 3.06 (0.77) -0.549 0.199 0.011 0.395 3 (1) (2.94, 3.19) 0.000 
Point 2 122 1 4 2.91 (0.82) -0.643 0.219 0.168 0.435 3 (0) (2.88, 3.24) 0.000 
31. Patients and families who 
experienced care in the unit 
are involved in developing 
and evaluating informational 
/ educational materials and 
programs for patients and 
families. 
 
Point 1 136 1 4 2.85 (0.89) -0.342 0.208 -0.616 0.413 3 (2) (2.70, 3.00) 0.000 
Point 2 110 1 4 2.71 (0.88) -0.292 0.23 -0.558 0.457 3 (1) (2.90, 3.34) 0.000 
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Patient and family support             
32. Staff or trained volunteer 
support is available to 
ensure that visits by 
extended family members, 
including children, are 
positive experiences. 
Point 1 144 1 4 2.94 (0.71) -0.263 0.202 -0.11 0.401 3 (0) (2.82, 3.05) 0.000 
Point 2 128 1 4 2.77 (0.93) -0.36 0.214 -0.696 0.425 3 (1) (2.72, 3.11) 0.000 
33. There is a range of 
emotional, spiritual, and 
practical support available to 
patients and families. 
Point 1 154 1 4 3.18 (0.72) -0.597 0.195 0.254 0.389 3 (1) (3.06, 2.29) 0.000 
Point 2 134 1 4 3 (0.82) -0.74 0.209 0.332 0.416 3 (1) (2.85, 3.17) 0.000 
34. Financial support (e.g., for 
parking, transportation, 
accommodation, meals, etc.) 
is available to help families 
with special financial needs 
served by the unit. 
Point 1 137 1 4 2.8 (0.87) -0.276 0.207 -0.619 0.411 3 (1) (2.66, 2.95) 0.000 
Point 2 124 1 4 2.69 (0.97) -0.295 0.217 -0.866 0.431 3 (1) (2.71, 3.12) 0.000 
35. Before discharge from the 
unit, patients and families 
are linked with appropriate 
medical, educational, and 
support services such as 
rehabilitation services and 
family support programs. 
Point 1 155 1 4 3.28 (0.68) -0.66 0.195 0.37 0.387 3 (1) (3.17, 3.39) 0.000 
Point 2 133 1 4 3.14 (0.79) -0.823 0.21 0.541 0.417 3 (1) (3.02, 3.33) 0.000 
Charting and documentation             
36. Patients’ goals are identified 
and documented. 
Point 1 157 1 4 3.08 (0.85) -0.589 0.194 -0.382 0.385 3 (1) (2.94, 3.21) 0.000 
Point 2 134 1 4 2.89 (0.89) -0.362 0.209 -0.659 0.416 3 (2) (2.74, 3.08) 0.000 
 154 1 4 2.75 (0.87) -0.153 0.195 -0.724 0.389 3 (1) (2.61, 2.89) 0.000 
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37. Families’ goals are identified 
and documented. 
Point 1 
Point 2 133 1 4 2.65 (0.91) -0.044 0.21 -0.815 0.417 3 (1) (2.52, 2.87) 0.000 
38. Patients and families, in 
accordance with patient 
preference, have easy 
access to the medical 
record/chart. 
Point 1 147 1 4 2.29 (0.97) 0.259 0.2 -0.904 0.397 2 (1) (2.13, 2.44) 0.000 
Point 2 130 1 4 2.19 (0.97) 0.287 0.212 -0.929 0.422 2 (2) (2.10, 2.51) 0.000 
39. Patients and families, in 
accordance with patient 
preference, have the 
opportunity to record 
observations and concerns 
in the medical record/chart. 
Point 1 149 1 4 2.26 (0.97) 0.179 0.199 -1.011 0.395 2 (2) (2.10, 2.41) 0.000 
Point 2 130 1 4 2.15 (0.98) 0.401 0.212 -0.874 0.422 2 (2) (2.05, 2.46) 0.000 
40. Language used in 
documentation promotes 
recognition of the strengths 
and competence of patients 
and their families. 
Point 1 146 1 4 2.82 (0.83) -0.373 0.201 -0.318 0.399 3 (1) (2.68, 2.95) 0.000 
Point 2 124 1 4 2.83 (0.79) -0.58 0.217 0.195 0.431 3 (1) (2.86, 3.21) 0.000 
41. Patients and families are 
offered a means to collect 
and organise important 
information regarding the 
patient that they can share 
with other providers. 
Point 1 140 1 4 2.94 (0.78) -0.464 0.205 0.003 0.407 3 (0) (2.81, 3.07) 0.000 
Point 2 122 1 4 2.66 (0.82) -0.377 0.219 -0.281 0.435 3 (1) (2.72, 3.11) 0.000 
Quality improvement             
42. Indicators for patient and 
family-centred practice (e.g. 
satisfaction with care) are 
measured and reported.  
Point 1 140 1 4 3.07 (0.73) -0.567 0.205 0.4 0.407 3 (1) (2.95, 3.19) 0.000 
Point 2 119 1 4 2.91 (0.81) -0.598 0.222 0.132 0.44 3 (0) (3.00, 3.38) 0.000 
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43. Changes are made to the 
way we deliver care as a 
response to patient and 
family feedback 
Point 1 143 1 4 3.17 (0.66) -0.492 0.203 0.513 0.403 3 (1) (3.06, 3.28) 0.000 
Point 2 119 1 4 2.97 (0.81) -0.613 0.222 0.124 0.44 3 (1) (3.00, 3.37) 0.000 
Personnel practices             
44. In-service programs support 
staff in acquiring patient and 
family-centred knowledge, 
skills and attitudes, 
specifically around how to 
share information with 
patients and families about 
errors. 
Point 1 140 1 4 2.82 (0.79) -0.206 0.205 -0.422 0.407 3 (1) (2.69, 2.95) 0.000 
Point 2 128 1 4 2.66 (0.86) -0.012 0.214 -0.711 0.425 3 (1) (2.57, 2.95) 0.000 
45. In-service programs support 
staff in acquiring patient and 
family-centred knowledge, 
skills and attitudes, 
specifically around how to 
support patients’ and 
families’ coping strategies. 
Point 1 147 1 4 3 (0.79) -0.344 0.2 -0.471 0.397 3 (2) (2.87, 3.13) 0.000 
Point 2 132 1 4 2.8 (0.84) -0.313 0.211 -0.444 0.419 3 (1) (2.68, 3.02) 0.000 
46. In-service programs support 
staff in acquiring patient and 
family-centred knowledge, 
skills and attitudes, 
specifically around how to 
support patients and families 
with end-of-life decision-
making 
 
Point 1 146 1 4 3.13 (0.82) -0.708 0.201 0.015 0.399 3 (1) (3.00, 3.26) 0.000 
Point 2 131 1 4 2.92 (0.9) -0.422 0.212 -0.612 0.42 3 (2) (2.80, 3.15) 0.000 
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47. There are rewards and 
recognition for patient- and 
family-centred practice 
 
Point 1 
131 1 4 2.72 (0.97) -0.224 0.212 -0.932 0.42 3 (1) (2.55, 2.89) 0.000 
Point 2 119 1 4 2.57 (1.01) -0.123 0.222 -1.041 0.44 3 (1) (2.61, 3.07) 0.000 
Environment and design             
48. The overall design of the unit 
creates a healing 
environment through the use 
of appropriate colour, 
lighting, art and furnishings 
Point 1 154 1 4 2.73 (0.93) -0.286 0.195 -0.75 0.389 3 (1) (2.59, 2.88) 0.000 
Point 2 134 1 4 2.5 (0.93) -0.085 0.209 -0.843 0.416 3 (1) (2.33, 2.69) 0.000 
49. There are comfortable, 
equipped and private spaces 
for families to rest 
Point 1 153 1 4 2.77 (0.96) -0.331 0.196 -0.836 0.39 3 (2) (2.62, 2.93) 0.000 
Point 2 137 1 4 2.68 (1.06) -0.311 0.207 -1.099 0.411 3 (2) (2.44, 2.83) 0.000 
50. The physical environment is 
well maintained. 
Point 1 155 1 4 2.97 (0.89) -0.734 0.195 -0.027 0.387 3 (1) (2.83, 3.12) 0.000 
Point 2 136 1 4 2.9 (0.95) -0.593 0.208 -0.476 0.413 3 (2) (2.72, 3.07) 0.000 
a Confidence interval lower, upper; b Kolmogorov-Smirnov test 
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Appendix Y: PFCC Part A: Perceived workforce PFCC practices at Point 1 and Point 2 – Paired t-tests on all items 
  
Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
Leadership             
1. My hospital’s commitment to 
patient-centered care is 
formally and consistently 
communicated with patients, 
families, staff, and leadership 
(e.g. mission statement, core 
values). 
Point 1 157 3.20 (0.73) 
 
3.18 (0.77) -0.05 (0.86) -0.55 (-0.21, 0.12) 110 0.581 0.06 
 
Point 2 135 3.11 (0.75) 111 3.14 (0.74) 
  
  
    
2. Leaders of my unit, through 
their words and actions, 
consistently convey that the 
patient’s and family’s 
experience of care matters, 
that it is important to quality, 
safety, and the best 
outcomes. 
Point 1 159 3.32 (0.66) 
 
3.34 (0.68) -0.31 (0.74) -4.38 (-0.44, 0.17) 110 < 
0.001 
0.45 medium 
Point 2 134 3.10 (0..67) 111 3.04 (0.67) 
  
  
    
3. Leaders of the unit, through 
their words and actions, 
encourage and support all 
staff in practicing patient- and 
family-centred care. 
 
 
Point 1 157 3.29 (0.71) 
 
3.27 (0.74) -0.15 (0.75) -2.14 (-0.29, -0.01)  110 0.034 0.21 small 
Point 2 135 3.11 (0.69) 111 3.12 (0.68) 
  
  
    
Philosophy of care             
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Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
4. The unit has clearly stated 
principles or values guiding 
how care will be provided and 
what is expected regarding 
the experience of care (e.g., 
philosophy of care, vision, 
mission, and/or values 
statements). 
Point 1 160 3.2 (0.71) 
 
3.18 (0.74) -0.14 (0.83) -1.83 (- 0.30, 0.01)  111 0.070 0.19 small 
Point 2 135 3.05 (0.76) 112 3.04 (0.76) 
  
  
    
5. The philosophy of care is 
shared with patients and 
families in a variety of ways 
(e.g., patient and family hand 
book, admission materials, 
hospital/unit web page, in-
house television 
programming) 
Point 1 157 3.04 (0.72) 
 
3.00 (0.74) -0.05 (0.82) -0.58 (-0.20, 0.11) 110 0.566 0.06 
 
Point 2 134 2.96 (0.77) 111 2.95 (0.77) 
  
  
    
6. Patient and family-centred 
care is discussed at 
orientation to my unit. 
Point 1 152 3.01 (0.84) 
 
3.04 (0.84) -0.29 (1.05) -2.77 (-0.50, -0.08)  99 0.007 0.35 small to 
medium 
Point 2 128 2.75 (0.9) 100 2.75 (0.93) 
  
  
    
7. Patient and family-centred 
care is regularly reinforced 
through performance 
appraisal. 
 
Point 1 150 3.05 (0.78) 
 
2.95 (0.78) -0.22 (0.81) -2.71 (-0.38, -0.06) 100 0.008 0.28 small 
Point 2 129 2.74 (0.85) 101 2.73 (0.86) 
  
  
    
Patients and families as leaders and advisors 
Point 1 104 2.82 (0.93) 
 
2.79 (0.94) 0.12 (0.86) 0.97 (-0.12, 0.35)  51 0.335 -0.12 
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Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
8. Patients and family members 
participate as members on 
hospital committees. 
Point 2 87 2.91 (0.94) 52 2.90 (0.96) 
  
  
    
9. Patients and families who 
experienced care in the unit 
are trained and supported to 
provide peer support to other 
families in my unit. 
Point 1 110 2.55 (0.99) 
 
2.41 (0.96) -0.07 (1.08) -0.48 (-0.34, 0.21)  60 0.636 0.07 
 
Point 2 99 2.39 (1.06) 61 2.34 (1.06) 
  
  
    
10. Patients and families are 
involved in staff orientation 
and continuing education for 
the unit. 
Point 1 115 2.32 (0.98) 
 
2.23 (1) -0.12 (1.12) -0.88 (-0.40, 0.15)  65 0.381 0.12 
 
Point 2 106 2.25 (1.04) 66 2.11 (1.02) 
  
  
    
11. There is a staff member 
assigned to serve as a liaison 
for collaborative endeavours 
with patients and families. 
Point 1 120 2.85 (1) 
 
2.88 (1.02) -0.31 (0.99) -2.62 (-0.54, -0.07) 71 0.011 0.30 small to 
medium 
Point 2 108 2.6 (1.13) 72 2.57 (1.12) 
  
  
    
Patterns of care             
12. Family members are not 
viewed as visitors; they are 
always welcome to be present 
and fully participate in care in 
accordance with patient 
preference. 
Point 1 157 2.9 (0.85) 
 
2.85 (0.87) -0.22 (0.84) -2.73 (-0.38, -0.06)  109 0.007 0.25 small 
Point 2 134 2.71 (0.88) 110 2.64 (0.88) 
  
  
    
Point 1 159 3.42 (0.67) 
 
3.41 (0.71) -0.18 (0.74) -2.67 (-0.32, -0.05)  113 0.009 0.26 small 
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Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
13. Staff acknowledge the 
individuality, culture, capacity, 
and abilities of each patient 
and family. 
Point 2 134 3.26 (0.69) 114 3.23 (0.7) 
  
  
    
14. Staffing patterns promote 
continuity of care for patients 
and families. 
Point 1 158 3.11 (0.76) 
 
3.04 (0.79) -0.19 (0.84) -2.38 (-0.35, -0.03) 110 0.019 0.24 small 
Point 2 134 2.9 (0.8) 111 2.85 (0.8) 
  
  
    
15. Families can remain with 
patients, in accordance with 
patient preference, during 
handover. 
Point 1 158 2.91 (0.95) 
 
2.82 (0.98) 0.08 (0.95) 0.89 (-0.10, 0.26)  111 0.373 -0.08 
 
Point 2 136 2.92 (0.94) 112 2.9 (1) 
  
  
    
16. During medical and nursing 
rounds, in accordance with 
patient preference, families 
can choose to remain with the 
patient. 
Point 1 157 3.09 (0.84) 
 
3.04 (0.84) 0.06 (0.76) 0.88 (-0.08, 0.21)  108 0.380 -0.08 
 
Point 2 134 3.13 (0.8) 109 3.1 (0.83) 
  
  
    
17. During rounds or handovers, 
in accordance with patient 
preference, families can 
choose to actively participate. 
Point 1 154 3.01 (0.83) 
 
2.94 (0.88) -0.03 (0.84) -0.34 (-0.19, 0.13)  107 0.731 0.03 
 
Point 2 135 2.96 (0.84) 108 2.91 (0.85) 
  
  
    
18. Patients’ choices, about 
whether to have family 
members present are 
respected and supported 
during such situations as 
examinations and procedures. 
Point 1 155 3.24 (0.8) 
 
3.2 (0.82) -0.05 (0.93) -0.51 (-0.22, 0.13) 110 0.610 0.06 
 
Point 2 135 3.19 (0.79) 111 3.15 (0.8) 
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N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
19. Staff ask patients and families 
about their observations, 
goals, and priorities and 
incorporate these in the care 
plan. 
Point 1 154 3.15 (0.72) 
 
3.14 (0.74) -0.18 (0.83) -2.28 (-0.34, -0.02)  110 0.025 0.24 small 
Point 2 136 2.96 (0.71) 111 2.96 (0.73) 
  
  
    
20. Staff collaborate with the 
patient and family in 
assessment and management 
of pain. 
Point 1 157 3.31 (0.62) 
 
3.34 (0.59) -0.21 (0.79) -2.88 (-0.36, -0.07)  111 0.005 0.36 small to 
medium 
Point 2 136 3.11 (0.7) 112 3.13 (0.7) 
  
  
    
21. Communication among 
patients, families, and staff is 
ongoing and offered in a 
variety of formats (e.g., chart, 
email, bulletin boards at 
patient’s bedside, pagers, 
telephone contact). 
Point 1 155 3.13 (0.72) 
 
3.11 (0.69) -0.19 (0.81) -2.41 (-0.34, -0.03)  105 0.018 0.27 small 
Point 2 130 2.95 (0.85) 106 2.92 (0.87) 
  
  
    
22. There is open disclosure by 
staff with the patient and 
family, regarding all errors 
whether or not adverse events 
occur in written policy. 
 
 
Point 1 131 3.13 (0.73) 
 
3.15 (0.71) -0.13 (0.86) -1.24 (-0.33, 0.08)  70 0.219 0.18 small 
Point 2 96 3.01 (0.8) 71 3.03 (0.84) 
  
  
    
Point 1 130 3.03 (0.73) 
 
3 (0.71) -0.04 (0.84) -0.39 (-0.22, 0.15) 83 0.699 0.05 
 
Appendices 
523 
 
  
Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
23. There is open disclosure by 
staff with the patient and 
family, regarding all errors 
whether or not adverse events 
occur in actual practice. 
Point 2 112 2.93 (0.72) 84 2.96 (0.75) 
  
  
    
24. Patients and families, in 
accordance with patient 
preference, have the 
opportunity to participate in 
multidisciplinary meetings to 
plan care. 
Point 1 145 3.24 (0.68) 
 
3.28 (0.65) -0.18 (0.84) -2.08 (-0.35, 0.01) 93 0.040 0.28 small 
Point 2 124 3.15 (0.74) 94 3.1 (0.76) 
  
  
    
25. Families are encouraged to 
help or provide personal care 
for the patient throughout the 
patient’s hospitalisation. 
Point 1 154 3.18 (0.72) 
 
3.13 (0.74) -0.18 (0.78) -2.33 (-0.33, -0.03)  107 0.021 0.24 small 
Point 2 132 2.99 (0.7) 108 2.95 (0.73) 
  
  
    
26. There are supportive 
procedures for resolving 
disputes between patients, 
families, and staff. 
 
 
 
 
 
 
Point 1 143 3.3 (0.59) 
 
3.3 (0.58) -0.34 (0.92) -3.63 (-0.52, -0.15) 97 < 
0.001 
0.58 medium 
Point 2 127 2.98 (0.78) 98 2.96 (0.8) 
  
  
    
Appendices 
524 
 
  
Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
Information/education of patients and families 
27. There is continual, open, and 
honest communication among 
patients, families, and staff. 
Point 1 158 3.27 (0.64) 
 
3.26 (0.62) -0.12 (0.78) -1.58 (-0.26, 0.03) 112 0.118 0.18 small 
Point 2 135 3.13 (0.68) 113 3.14 (0.68) 
  
  
    
28. Patients and families, in 
accordance with patient 
preference, receive complete 
and unbiased information to 
make informed decisions 
about care. 
Point 1 158 3.27 (0.61) 
 
3.21 (0.61) -0.05 (0.73) -0.65 (-0.18, 0.09)  109 0.518 0.07 
 
Point 2 134 3.17 (0.64) 110 3.16 (0.67) 
  
  
    
29. The unit’s information and 
educational materials 
reinforce the belief that 
patients and families are 
essential members of the 
health care team. 
Point 1 151 3.19 (0.72) 
 
3.13 (0.74) -0.11 (0.77) -1.42 (-0.26, 0.04)  102 0.160 0.14 
 
Point 2 130 3.05 (0.73) 103 3.02 (0.71) 
  
  
    
30. Written information is provided 
in primary languages and 
appropriate literacy levels of 
patients and families served 
by the unit. 
Point 1 149 3.06 (0.77) 
 
3.07 (0.75) -0.16 (0.86) -1.88 (-0.34, 0.01) 97 0.063 0.22 small 
Point 2 122 2.91 (0.82) 98 2.91 (0.83) 
  
  
   
 
 
 
 
 
 
Point 1 136 2.85 (0.89) 
 
2.73 (0.91) -0.10 (0.91) -0.98 (-0.30, 0.10)  79 0.328 0.11 
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Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
31. Patients and families who 
experienced care in the unit 
are involved in developing and 
evaluating informational / 
educational materials and 
programs for patients and 
families. 
Point 2 110 2.71 (0.88) 80 2.63 (0.92) 
  
  
    
Patient and family support             
32. Staff or trained volunteer 
support is available to ensure 
that visits by extended family 
members, including children, 
are positive experiences. 
Point 1 144 2.94 (0.71) 
 
2.9 (0.72) -0.18 (0.98) -1.76 (-0.38, 0.02) 95 0.081 0.25 small 
Point 2 128 2.77 (0.93) 96 2.72 (0.96) 
  
  
    
33. There is a range of emotional, 
spiritual, and practical support 
available to patients and 
families. 
Point 1 154 3.18 (0.72) 
 
3.2 (0.76) -0.27 (0.79) -3.52 (-0.42, -0.12)  107 0.001 0.35 small to 
medium 
Point 2 134 3 (0.82) 108 2.94 (0.83) 
  
  
    
34. Financial support (e.g., for 
parking, transportation, 
accommodation, meals, etc.) 
is available to help families 
with special financial needs 
served by the unit. 
Point 1 137 2.8 (0.87) 
 
2.74 (0.9) -0.02 (1.06) -0.20 (-0.24, 0.2) 90 0.844 0.02 
 
Point 2 124 2.69 (0.97) 91 2.71 (0.99) 
  
  
   
 
 
 
 
 
 
 
Point 1 155 3.28 (0.68) 
 
3.21 (0.7) -.11 (0.83) -1.40 (-0.27, 0.05)  106 0.164 0.16 small 
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Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
35. Before discharge from the 
unit, patients and families are 
linked with appropriate 
medical, educational, and 
support services such as 
rehabilitation services and 
family support programs 
Point 2 133 3.14 (0.79) 107 3.09 (0.82) 
  
  
    
Charting and documentation             
36. Patients’ goals are identified 
and documented. 
Point 1 157 3.08 (0.85) 
 
3.05 (0.89) -0.17 (0.92) -1.88 (-0.34, 0.01) 107 0.063 0.19 small 
Point 2 134 2.89 (0.89) 108 2.88 (0.89) 
  
  
    
37. Families’ goals are identified 
and documented. 
Point 1 154 2.75 (0.87) 
 
2.79 (0.9) -0.15 (0.89) -1.74 (-0.32, 0.02)  106 0.084 0.17 small 
Point 2 133 2.65 (0.91) 107 2.64 (0.89) 
  
  
    
38. Patients and families, in 
accordance with patient 
preference, have easy access 
to the medical record/chart. 
Point 1 147 2.29 (0.97) 
 
2.28 (1) -0.13 (1.1) -1.18 (-0.35,0.09)  99 0.239 0.13 
 
Point 2 130 2.19 (0.97) 100 2.15 (0.93) 
  
  
   
 
 
 
 
 
 
 
 
Point 1 149 2.26 (0.97) 
 
2.21 (0.97) -0.09 (1.04) -0.85 (-0.29, 0.12)  101 0.396 0.09 
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Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
39. Patients and families, in 
accordance with patient 
preference, have the 
opportunity to record 
observations and concerns in 
the medical record/chart. 
Point 2 130 2.15 (0.98) 102 2.12 (0.96) 
  
  
    
40. Language used in 
documentation promotes 
recognition of the strengths 
and competence of patients 
and their families. 
Point 1 146 2.82 (0.83) 
 
2.81 (0.87) 0.02 (0.92) 0.23 (-0.17, 0.21) 93 0.822 -0.02 
 
Point 2 124 2.83 (0.79) 94 2.83 (0.78) 
  
  
    
41. Patients and families are 
offered a means to collect and 
organise important information 
regarding the patient that they 
can share with other 
providers. 
Point 1 140 2.94 (0.78) 
 
2.96 (0.79) -0.3 (0.81) -3.50 (-0.47, -0.13)  90 0.001 0.38   
Point 2 122 2.66 (0.82) 91 2.66 (0.82) 
  
  
    
Quality improvement             
42. Indicators for patient and 
family-centred practice (e.g. 
satisfaction with care) are 
measured and reported.  
Point 1 140 3.07 (0.73) 
 
3.11 (0.72) -0.21 (0.99) -1.95 (-0.42, 0) 86 0.055 0.29 small 
Point 2 119 2.91 (0.81) 87 2.91 (0.83) 
  
  
   
 
 
 
 
Point 1 143 3.17 (0.66) 
 
3.21 (0.63) -0.29 (0.86) -3.22 (-0.47, -0.11)  88 0.002 0.46 medium 
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N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
43. Changes are made to the way 
we deliver care as a response 
to patient and family feedback 
Point 2 119 2.97 (0.81) 89 2.92 (0.87) 
  
  
    
Personnel practices             
44. In-service programs support 
staff in acquiring patient and 
family-centred knowledge, 
skills and attitudes, specifically 
around how to share 
information with patients and 
families about errors. 
Point 1 140 2.82 (0.79) 
 
2.77 (0.81) -0.16 (0.93) -1.64 (-0.35, 0.03) 95 0.104 0.19 small 
Point 2 128 2.66 (0.86) 96 2.61 (0.9) 
  
  
    
45. In-service programs support 
staff in acquiring patient and 
family-centred knowledge, 
skills and attitudes, specifically 
around how to support 
patients’ and families’ coping 
strategies. 
Point 1 147 3 (0.79) 
 
2.98 (0.8) -0.16 (0.89) -1.79 (-0.33, 0.02)  101 0.077 0.20 small 
Point 2 132 2.8 (0.84) 102 2.82 (0.86) 
  
  
    
46. In-service programs support 
staff in acquiring patient and 
family-centred knowledge, 
skills and attitudes, specifically 
around how to support 
patients and families with end-
of-life decision-making 
Point 1 146 3.13 (0.82) 
 
3.12 (0.81) -0.19 (0.95) -2.00 (-0.38, 0)  99 0.048 0.24 small 
Point 2 131 2.92 (0.9) 100 2.93 (0.91) 
  
  
    
Point 1 131 2.72 (0.97) 
 
2.63 (1.01) -0.09 (0.99) -0.86 (-0.30, 0.12) 87 0.391 0.09 
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Total samplea Matched sampleb Paired differences 
 
  
N Mean (SD) N Mean (SD) Mean (SD) t 95% CIc df P 
value  
Cohen's 
d 
Effect 
size 
47. There are rewards and 
recognition for patient- and 
family-centred practice 
Point 2 119 2.57 (1.01) 88 2.53 (1.04) 
  
  
    
Environment and design             
48. The overall design of the unit 
creates a healing environment 
through the use of appropriate 
colour, lighting, art and 
furnishings 
Point 1 154 2.73 (0.93) 
 
2.7 (0.95) -0.28 (0.9) -3.23 (-0.46, -0.11)  105 0.002 0.30 small 
Point 2 134 2.5 (0.93) 106 2.42 (0.96) 
  
  
  
 
 
49. There are comfortable, 
equipped and private spaces 
for families to rest 
Point 1 153 2.77 (0.96) 
 
2.74 (0.99) -0.14 (0.92) -1.57 (-0.32, 0.04) 0.120 0.120 0.14 
 
Point 2 137 2.68 (1.06) 108 2.6 (1.08) 
  
  
    
50. The physical environment is 
well maintained. 
Point 1 155 2.97 (0.89) 
 
2.94 (0.98) -0.1 (0.78) -1.35 (-0.25, 0.05) 0.180 0.180 0.10 
 
Point 2 136 2.9 (0.95) 109 2.83 (0.99) 
  
  
    
a Point 1 N = 169, Point 2 N = 137; b N = 121; c Confidence interval lower, upper 
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Appendix Z: Comparison of participants who responded to Composite questionnaire at Point 1 only (N = 49) and at both Points (N = 
121) - Independent t-tests for continuous variables 
 
Demographic Group No. of 
cases 
Mean (SD) Levene's Test 
for Equality of 
Variances 
t-test for Equality of Means 
    f Sig. t df Sig. (2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% CIa 
Age Point 1 only 47 28.70 (4.67) 1.852 .175 0.557 166 .578 0.537 0.96 (-1.37, 2.44) 
 
Point 1 and 2  121 28.17 (5.93) 
       
 
Nursing 
Experience 
Point 1 only 48 6.04 (4.50) 0.153 .697 1.152 167 .251 0.974 0.85 (-0.70, 2.64) 
Point 1 and 2  121 5.07 (5.12) 
       
 
Critical Care 
Experience 
Point 1 only 48 2.99 93.24) 0.924 .338 1.330 167 .185 0.731 0.55 (-0.35, 1.82) 
Point 1 and 2  121 2.26 (3.21) 
       
 
a Confidence interval: lower, upper 
Independent t-tests for normally distributed continuous variables and Pearson’s chi-square for categorical variables were used 
to determine any bias in the sample that completed the questionnaire at both time points (N = 121) compared to those who only 
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provided a response at Point 1 (N = 49). There was no statistically significant difference between those who completed the composite 
survey at Point 1 only (single survey completed) compared to those who completed the survey at both time points (matched) in the 
following characteristics. Age: single survey completed (M = 28.70, SD = 4.67) to matched (M = 28.17, SD = 5.93) t (166) = 0.56, p = 
.578 (two-tailed); in length of nursing experience: single survey (M = 6.04  SD = 4.50) to matched (M = 5.07, SD = 5.12) t (167) = 1.15, 
p = .251 (two-tailed); critical care experience: single survey (M = 2.99, SD = 3.24) to matched (M = 2.26, SD = 3.21) t (167) = 1.33, p = 
.185 (two-tailed); highest qualification: χ2 (4) = .841, p = .933, phi = .071; or gender: χ2 (1) = 1.72, p = .116, phi = .121. There were 
statistically significant differences in the samples with respect to clinical specialty: χ2 (3) = 12.55, p = .006, Cramer’s V = .273, and 
place of employment: χ2 (4) = 19.99, p = .001, Cramer’s V = 0.344. 
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Appendix AA: Comparison of participants who responded to 
Composite questionnaire at Point 1 only (N = 49) and at both Points (N 
= 121) - Chi-square for categorical variables 
 
Demographic Pearson’s 
χ2 
df p 
value 
Effect size 
Gender 1.72 1 .116 phi = .121 
Highest qualification 0.841 4 .933 phi = .071 
Clinical specialty 12.55 3 .006 Cramer’s V = .273 
Place of employment  19.99 4 .001 Cramer’s V = .344 
 
